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for the new-look work wear with the low-cost qualities 
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Sister Francis and Sister Gertrude of the Little Sisters of the 

Poor won a gold medal and a silver medal recently at Whipps 

Cross prizegiving. Sister Gertrude, the gold medallist, is 
on the right. 
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The Midwifery Service 


RECENT ARTICLES in the national press and in our own 
columns have shown that all is not well with the midwifery 
situation in this*country. It is useless to deny the truth of some 
of the statements that have been made, but there is no evidence 
at all to show how widespread is the dissatisfaction. Indeed, 
it may be confined to a small, vociferous minority of both 
patients and midwives. | 

More is to be gained by an examination of the possib'e 
causes of dissatisfaction and a search for the solution. In 
midwifery, more perhaps than in any other profession, it is 
impossible to control the work or to spread it evenly. Women 
in labour must be attended to, wherever or whenever their 
delivery is about to occur; we have, moreover, a rising birth 
rate in this country. 

There seems to be more dissatisfaction about hospital 
deliveries than home deliveries. And, as the stay of women in 
hospital becomes shorter and the turnover greater, so the work 
of the hospital midwives is increased. Against this we must sct 
the shorter working week of nurses and midwives. These 
factors, taken together, produce a situation that sows the 
seeds of anxiety, dissatisfaction and tension for both the 
mothers and the midwives. 

Many maternity departments are housed in out-dated 
buildings which makes the continuous care of one patient by 
one midwife impossible. Without a first-stage room it is diffi- 
cult for husband or relative to remain with the patient until 
the time of delivery is at hand. Inadequate numbers of labour 
wards, inconveniently situated, create grave difficulties for the 
staff and their natural worry is sometimes transmitted to the 
patients. If the midwives gain no satisfaction from their work 
in such circumstances (which may be understandable) their 
attitude may tend to destroy the happy atmosphere that should 
surround a mother and baby unit. 

What, then, is the solution? Perhaps first an admission that 
all is not well, often from circumstances beyond any one 
individual’s control, and a determination for a round-table 
discussion with all the persons concerned in a determined 
effort to improve matters in each hospital. Perhaps there is 
significance in the fact that the Minister of Health has never 
seen fit to acquiesce in the Royal College of Midwives’ con- 
tinued plea for a midwife responsible only for midwifery 
affairs at the Ministry of Health. 

Should the new Minister think again? 
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GNC Chairman 


WHEN THE General Nursing Council for England and 
Wales reassembled for the September meeting after the 
August recess, the first item on the agenda was the 
election of a new chairman on 
the expiration of Miss M. J. 
Smyth’s term of office. When the 
result of the ballot was ascer- 
tained a dead heat was an- 
nounced—between Miss M. J. 
Marriott (below) and Miss C. 
Smaldon (left). It was decided to 
hold a postal ballot so that mem- 
bers unavoidably absent from 
the meeting could also vote. ‘The 
result will be awaited with much 
interest. Miss Marriott is ma- 
tron of The Middlesex Hospital and Miss Smaldon is 
chief nursing officer, United Birmingham Hospitals, 
and principal, Queen Elizabeth 
School of Nursing. 

Miss J. M. Loveridge was re- 
turned unopposed as vice-chair- 
man of Council and the result of 
the election of new members of 
Council was announced as fol- 
lows: Miss K. M. Allison, Miss 
J. E. Clark, Miss R. M. Furze, 
Miss P. Goodall, Miss M. A. 
Gough, Miss R. A. Hone, Miss 
E. Preddy, Miss F. Shaw, Miss 
G. E. Watts, Mrs. E. C. Knowles, 
Mr. J. E. Soley. (Particulars and policies of all candi- 
dates were published in the Nursing Times of April 22, 
1960.) 


ANTC Estimates and Libraries 


MANCHESTER Area Nurse Training Committee last 
weck called a special meeting of their members and all 
the tutors in the area to spend a whole day discussing 
estimates and libraries in teaching departments. About 
90 tutors were present and at the morning session it 
became very clear that, although the proper channels 
for communication exist between the committee, the 
hospital management committees and the tutors and 
matrons, in many instances these channels were 
seriously blocked, leading to misinformation and mis- 
understanding. At the afternoon session Miss A. M. A. 
Thompson, librarian of the Royal College of Nursing, 
and Miss P. Nuttall, editor of the Nursing Times, opened 
the discussion on libraries. Again it became clear that 
misinformation and misunderstanding existed. Man- 
chester ANTC is to be congratulated on taking this 
bold and unusual step which enabled everyone to get 
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News and Comment 


together in an attempt to clarify what can only be 
described as a confused situation. 


Reception for American Midwives 


AMERICAN MIDWIVES on a European tour before the 
12th International Congress of Midwives were the guests 
of honour at a reception held on September 22 at the 
Royal College of Midwives. They are members of the 
American College of Nurse-Midwifery and of the 
American Association of Nurse-Midwives. The Con. 
gress, to be held in Rome from October 2-7, will be 
attended by midwives from all over the world, including 
400 from Great Britain. 


Student Nurses’ Group Discussions 


RECENTLY more than a dozen principal tutors from 
all over the country have written and told us that they 
are having weekly group discussions with their students 
on current nursing journals. In the UK we are fortunate 
in being the only country in the world to produce two 
weekly nursing journals and, as everyone knows, new 
material always appears in journals before it can be 
published in book form. With events moving so quickly 
in the nursing world and in the health service it is 
encouraging that tutors are bringing new developments 
to the attention of their students, for the help of today’s 
students will certainly be needed in solving tomorrow's 
problems. 


Death from Diphtheria 


ONE GIRL, aged 11, died in Derby last week from 
diphtheria. Three other children are isolated in hos 
pital. The medical officer of health reported this asa 
serious outbreak of a virulent and deadly form of 
diphtheria. As an emergency measure 750 children at 
three schools were examined and throat swabs taken. 
The girl who died had not been immunized nor had 
the other children now being treated. Apparently only 
40 per cent. of the schoolchildren in Derby have been 
immunized despite efforts by public health teams. 


Miss Irene H. Charley 


Miss IRENE H. CHARLEY was to sail from Southampton 
on Friday for Vancouver, to begin a world tour to 
mark her retirement from the Crusader Insurance Co. 
Ltd., where she had been employed for nearly 30 years. 
At a coffee party in the Cowdray Hall, Royal College of 
Nursing, Miss M. J. Smyth, president of the College, 
presented her with a cheque from members of the 
Occupational Health Section to mark their apprecia- 
tion of all the work she had done over many years 10 
promote the progress of industrial nursing in this 
country. 
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The New 


West Cumberland 


Hospital 


Tuey sEEM to have thought of everything— 
and, what is more, got it—at the new West 
Cumberland Hospital, Whitehaven, the first 


two phases of which have 
already been completed 
and are occupied by the 
patients. Ease in working 
and in supervision for the 
nurses, and comfort and 
privacy for the patients, 
are emphasized. Each 
patient has his own pri- 
vate corner and a ward- 
robe and toilet cupboard 
in his own colour. 
Doctors can dictate 
their notes day or night 
by lifting a telephone at 
many points throughout 
the hospital; there is a 
pneumatic tube system 


Corner of a bed-sitting-room in ® 
the flatlets for senior nursing staff. 
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A Single-bed room: note the open panel behind the patient, 


for observation; there are curtains for privacy. 


4A four-bed psychiatric ward. Wardrobes and drawers 
are in different colourings, one of which is assigned to each 
patient. 


for conveying messages, drugs, X-rays, 
and so on; a wireless system for locating 
staff; operating theatres with built-in 
X-ray machines and cameras, and a 
central dishwashing department. 

For the patients there are 300 tele- 
phones; a special kitchen and bathroom 
where disabled patients practise new ways 
of daily living; and a special section in the 
children’s ward for mothers to stay with 
their children. 

When completed the hospital will com- 
prise 470 beds and include a separate 
maternity hospital. It is the first new 
hospital in England to have completed 
psychiatric accommodation within a gen- 
eral acute hospital. 

The staff dining- 
room will have a 
cafeteria counter 
where meals will 
be available at any 
time, day or night. 

The outpatient 
department is to 
have a special 
waiting room for 
children. There 
will be a separate 
wing for casualties 
and accidents, to 
form a centre for 
the area, and 
finally, the hos- 
pital is provided 
with a helicopter 
landing ground. 
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Coeliac Disease 
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PAEDIATRICS 


R. McLAREN TODD, M.A., M.D., M.R.C.P., D.C.H., Senior Lecturer in Child Health, { 
University of Liverpool ; Consultant Paediatrician, Alder Hey Children’s Hospital, and 


Liverpool Matermty Hospital 


first few months of life, when cereals are added to 
the infant’s diet; these symptoms develop and 
increase in severity. The diagnosis is not usually made 
before the age of six months and in mild cases it may 
not be made for several years. The character of the 
faeces was stressed by Gee who wrote in 1888 that they 
are ‘loose, not formed, but not watery; more bulky than 
the food taken would seem to account for; pale in 
colour as if devoid of bile; yeasty, frothy, an appearance 
probably due to fermentation; stinking, stench often 
very great; looking like oatmeal porridge or gruel.’ 
Exacerbations and remissions of symptoms are 
common in the untreated patient, so that at times the 
motions are formed and normal in colour, while at 
others diarrhoea is severe with consequent loss of fluid 
and electrolytes. These acute phases constitute the 
crises of coeliac disease, in which there is sudden onset 
of dehydration, loss of weight and acidosis; the crisis is 
often precipitated by a respi- nei: 
ratory tract infection and 
urgent intravenous fluid ther- 
apy may be indicated. 


Te SYMPTOMS Of coeliac disease appear after the 


Fig. 1. Side view of R.J. aged 12 
months, showing wasted buttocks, en- 
larged abdomen, and small umbilical 


hernia. 


Wasting is another feature ; 
Gee records that ‘the patient 
wastes more in the limbs than 
in the face, which often re- 
mains plump until death is 
nigh. In the limbs, emacia- 
tion is at first more apparent 
to hand than to eye, the flesh 
feeling soft and flabby. Muscle 
weakness is great, muscle 
tenderness is often present.’ 
There is also loss of subcu- 
taneous fat, especially around 
the thighs, buttocks and ab- 
domen; the abdomen is often 
markedly enlarged because 
of poor tone of the abdominal 
muscles and gaseous disten- 


Coeliac disease has been described as a ‘kind of chronic 
indigestion which is especially apt to affect children 
between one and five years old’. It can lead to such 
serious complications as anaemia, tetany, scurvy, and 
permanent dwarfism. Treatment is by means of diet. 


sion of the intestine. This abdominal distension is in 
marked contrast to the wasting of the gluteal muscles 
(Fig. 1). Emotional upsets are common; in periods 
of exacerbation the children are moody, irritable, 
unfriendly and given to temper tantrums, but during 
remission these symptoms are less evident. 


Nutritional Deficiencies 


Nutritional deficiencies develop because of failure of 
absorption of vital food materials. Anaemia is a common 
feature, giving rise to pallor and a pré 
disposition to infection. It is usually of 
the iron-deficiency type but occasionally 
a megaloblastic anaemia develops. Rick 
ets (Figs. 2-5) may develop when there 
is deficient absorption of the fat-soluble 
vitamin D, and gives rise to the clinical 
features of enlarged epiphyses, bony 
deformities and sometimes fractures 
X-rays may show osteoporosis and cupp 
ing of the epiphyses. Tetany (Fig. 6) may 
also occur when lack of calcium absorp 
tion leads to a lowered blood calcium 
level. 

Scurvy may develop when intake and 
absorption of vitamin C is deficient, and 
this may be the explanation of Gee's 
observation that the muscles may be 
tender to touch. 

Bleeding is sometimes observed and is 
due to prothrombin deficiency resulting 
from failure to absorb vitamin K. 

Oedema of the legs, or accumulation 
of fluid in the peritoneal cavity, may also 
be present and are usually the result of the 
lowered level of serum proteins; vitamin 
B deficiency could also contribute to the 
oedema. 
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Vig. 2. X-ray of K.B. aged six years shows 
rachitic changes at lower ends of radius and ulna. 


4 Fig. 4. (left). X-ray of K.B. shows rachitic changes with fractures 

of shafts of tibia and fibula (at junction of upper two-thirds and lower 

third). Fig. 5., taken three months after Fig. 4, shows healed fractures 
and healing rickets. 


Stunting of growth (Fig. 7) is a prominent feature, 
and may be the result of deficient food intake and 
absorption; but even when coeliac disease is diagnosed 
and treated promptly, stunting may still occur. The 
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big. 3. X-ray of A.B. two months after 
‘reatment with Vitamin D; healing rickets. 


cause of such stunting is unknown and there is no 
apparent correlation between the severity of coeliac 


symptoms and the extent of the growth defect. 


Causation and Incidence 


Gee thought that coeliac disease was ‘a kind of 


Y Fig. 6. (left) shows enlarged abdomen, muscle wasting and loss of 
subcutaneous fat characteristic of coeliac disease. Right hand is in 
position typical of tetany ( Trousseau’s sign). Vig. 7. (right) shows K.B. 
aged nine, below average height for his age (normal boy for comparison) ; 


residual dwarfism but no other features of coeliac disease. (From Child 
Health and Paediatrics by R. MeL. Todd, by permission of William Heinemann 
(Medical Books) td.) 
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chronic indigestion which is especially apt to affect 
children between one and five years old’. Later it was 
suggested that starch intolerance played a major part. 
It was not, however, until 1950 that Dicke in Holland 
reported his observations that wheat and rye flours 
were harmful to children with coeliac disease; wheat 
starch, that is, flour from which a protein fraction had 
been removed, was harmless. The harmful substance 
in wheat and rye flour was shown to be gluten which 
contains two proteins—gliadin and glutenin; it is 
gliadin that children with coeliac disease are unable to 
tolerate. | 

Coeliac disease is not notifiable and its exact incidence 
is unknown, but during the 1939 to 1945 war applica- 
tions were made to the Ministry of Food for special 
. diets for coeliacs, and an estimate was thus made of the 
incidence of this disease. The average number of new 
cases reported yearly in Great Britain was 117, an 
incidence of 1 in 135,000 of the population under the 
age of 15 years (Davidson and Fountain). 


Investigations 


The primary feature of coeliac disease is the failure 
of absorption of many of the food materials vital to the 
body’s metabolism. Investigations are therefore largely 
concerned with assessment of alimentary function, 
more especially of absorption. 


1. Absorption of Fats 


It used to be thought that estimation of the total fat 
content of a single specimen of faeces, and of the ratio 
of split to unsplit fat, would be helpful in diagnosis, but 
these unreliable tests have now been abandoned in 
favour of a fat balance test. The child is given a known 
daily amount of fat (20 to 25 g.) in the diet over a period 
of five to seven days; the total faecal output is collected 
and the fat content then estimated. 

The collection of the total faecal output over a period 
of up to seven days may present great practical diff- 
culties but an alternative assessment of fat absorption 
may be obtained by a vitamin A absorption curve. The 
child is given vitamin A orally in a dosage of 3,500 
international units per pound body weight; blood is 
taken initially and at two-hourly intervals during the 
succeeding eight hours for estimation of vitamin A 
levels. A minimal rise of 50 i.u. at three to four hours 
occurs in the normal child but in the coeliac rio such 
rise is observed and the absorption curve is flat. 


2. Absorption of Sugar and Protein 


A glucose tolerance curve is often flat in coeliac 
disease, the rise in blood sugar not exceeding 20 to 
30 mg.% compared with the normal rise of at least 
40 mg.%. The amino-acid (glycine) absorption curve 
may also be of the flat type. 


3. Blood Deficiencies 


The level of total serum protein and of the albumen 
fraction is below normal. The prothrombin time may 
be prolonged because of vitamin K deficiency; an iron 
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deficiency anaemia or, more rarely, a megaloblastic 
anaemia may be present. Bone marrow examinatioy 
will confirm the diagnosis of megaloblastic anaemig 
The blood calcium level may also be subnormal. 


4. Histology of Intestinal Mucosa 


A special tube is passed through the mouth and int 
the upper part of the small intestine to obtain a biopsy 
specimen of the intestinal mucosa. Histological examip. 
ation in coeliac disease shows atrophy of the intestinal 
villi; but in some patients after treatment the mucosa 
may return to its normal thickness and appearance, 


5. Other Investigations 


Trypsin is found in normal amounts in the duodenal 
juice and in the faeces in coeliac disease. The Mantoux 
reaction is negative. X-rays of the bones may confirm 
the presence of rickets or scurvy, and barium meal 
may show clumping or flocculation of barium instead 
of the normal fine feathery pattern. 


Differential Diagnoses 

Fatty diarrhoea (steatorrhoea) may be due to a num- 
ber of unrelated disorders which comprise the coeliac 
syndrome. Dorothy Andersen showed that one of these 
disorders—pancreatic fibrosis (mucoviscidosis)—could 
be distinguished from coeliac disease. Mucoviscidosis 
develops at birth or shortly afterwards, it is associated 
with deficiency or absence of trypsin in the duodenal 
juice and in the faeces, and it causes respiratory infec- 
tions. 

Infection with Sonne dysentery or with giardia 
lamblia may simulate coeliac disease; a more chronic 
but now uncommon infection with the tubercle bacillus 
may also cause fatty diarrhoea. 

The coeliac syndrome may also occur in the presence 
of certain congenital anomalies of the alimentary tract, 
for example errors of rotation of the small intestine, 
deficient length of intestine. Such anomalies may be 
confirmed by barium meal or barium enema. 


Dietetic Treatment 


Over the past 70 years the main treatment for coeliac 
disease has been dietetic. 


(a) Fluid intake—the generally accepted fluid require- 
ment in infancy is 2} oz. per pound body weight per 
day, but in the coeliac child excessive fluid may be lost 
in the faeces and anorexia may contribute to deficient 
intake, thus a normal fluid balance is important. 


(b) Calorie requirement—in the early stages of treat- 
ment the undernourished coeliac child may need more 
than 50 calories per pound per day. Sheldon has pointed 
out that the greater the degree of emaciation, the higher 
the calorie intake should be; in his experience children 
under the age of two years may require a daily calone 
intake of up to 120 per pound actual weight or up ( 
75 per pound expected weight. 


(c) Protein, fat and carbohydrate—an adequate intake of 


Nu 
: 
weig 
by t 
acce 
fat 0 
that 
cart 
adv 
cala 
the 
Foo 
hav 
calc 
coe 
sod 
by 
of 
an 
ass | 
be 
as 
fro 
$1 
Su 
sul 
T 


, 1960 


Nursing Times, September 30, 1960 


Grst-class protein of the order of 1 g. per pound body 
weight daily is essential for growth and is well tolerated 

the coeliac child. Formerly a low-fat diet was the 
accepted treatment, but it can be shown that the more 
fat offered in the diet, the more fat is absorbed provided 
that the intake of starch is strictly limited. As far as 
carbohydrate is concerned, a high sugar intake is 
advisable as this will supply a high proportion of the 
calorie requirement. 


(d) Minerals—because of the formation of soaps in 
the intestine, absorption of calcium may be deficient, 
with the risk that symptoms of tetany might develop. 
Foods such as milk contain calcium but the intake may 
have to be increased by giving preparations such as 
calcium chloride or calcium gluconate orally. If a 
coeliac crisis occurs, other minerals, particularly 
sodium, potassium and chloride, may have to be given 
by the intravenous route. 


(e) Vitamins—there is always a risk that deficiencies 
of vitamin C, D and K will arise in coeliac disease and 
an adequate oral intake of these vitamins should be 


(f) Digestibility—all gluten-containing foods should 
be eliminated from the diet. This means that foods such 
as bread, cakes and pastries which are normally made 
from gluten-containing flour should be replaced by 
similar foods made from gluten-free flour. 


Suitable Foods 


The following foods are gluten-free and therefore 
suitable for the coeliac child. 


Aerated waters Cocoa Jam 
(lemonade, etc.) Coffee Jellies 
Bacon Eggs Margarine 
Butter Fish Marmalade 
Cereals(cornflakes, Fruit (fresh, dried, Meat 
Rice Krispies, tinned in syrup) Milk 
Quaker one- Honey Potatoes 
minute oats) Ice cream (Lyons Rice 
Cheese —exceptWonder Sardines 
Cornflour (Brown Ice Cake; Walls Tea 
and Polson) —except Gay- Vegetables 
cakes) 
To be Avoided 
Foods which should be avoided include the following. 
Baby cereals (Far- Bread Ice-cream powder 
ex, Robrex, Far- Cakes Macaroni _ prod- 
ley’s rusks, etc.) Chocolate (unless ducts 
Benger’s food gluten-free) Pastries 
Biscuits Custard powders 


(unless gluten- 


free) 


Haematinic Factors 


When treatment has been delayed, anaemia may be 
so marked as to require blood transfusion. In many 
mild cases, hypochromic anaemia is common but 
responds to adequate iron therapy. Ferrous sulphate 


Sree diet. Note nor- 


1197 


Fig. 8. Patient R.7. 
afler three months’ 
treatment on gluten- 


mal muscle bulk and 

normal amount of 

subcutaneous fat 

(Compare with 
Fig. 1.) 


preparations 
are the most 
potent and the 
best tolerated of 
these is Plesmet 
(ferrous amino- 
aceto-sulphate) 
in the form of 
the syrup in a 
dosage of one 
teaspoonful 
three times 
daily. When 
the anaemia is 
megaloblastic 
in type, folic 
acid should be 
given, 10 mg. 
daily. An 
example of this form of anaemia and the response to 
treatment is shown in Fig. 8. 


Prognosis 


The outlook in this disease has improved considerably 
since the introduction of a gluten-free diet in 1950 
(Fig. 8). 

Hardwick (1939) reviewed the results in 544 pub- 
lished cases and found a mortality rate of 15 per cent. ; 
in a personal review of 73 cases in the records of The 
Hospital for Sick Children, Great Ormond Street, he 
found the mortality was 36 per cent. 

The registrar-general’s Statistical Review for England 
and Wales for 1948 records 20 deaths from ‘idiopathic 
steatorrhoea’ under the age of five years, whereas the 
equivalent number of deaths for 1958 is three. 

Sheldon (1958) reviewed 95 patients and found that 
72 were able to return to a normal diet eventually; of 
the remaining 23, 11 developed symptoms of steatorr- 
hoea when a normal diet was started again, and 12 
failed to grow but showed no other clinical features 
suggestive of coeliac disease. 
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HAZARDS OF MEDICAL PROCEDUREs 


5. Air Embolism 


C. ALLAN BIRCH, M.D., F.R.C.P., Physician, Chase Farm Hospital, Enfield 


bloodstream. It is frequently a blood clot and 

sometimes a mass of tumour cells, but it may 
consist of air. While clot and tumour emboli arise 
naturally in the course of disease, air embolism is always 
the result of some operative procedure such as insertion 
of a needle. 

The nurse should be most aware of the venous kind 
of air embolism in which air enters a peripheral vein 
and passes to the right side of the heart (it is therefore 
sometimes called pulmonary air embolism). The com- 
monest cause is a faulty intravenous infusion of blood 
or other fluid and as the nurse is generally in charge of 
such infusions she should be aware of the dangerous 
possibility of air embolism and should know how it can 
be avoided. 

When an intravenous injection is given it is not 
uncommon for a few bubbles of air in the syringe to be 
injected into the vein. This is of no consequence for a 
considerable volume of air has to enter before serious 
results follow. It is said that as much as 480 ml. of air 
is necessary to produce a fatal result although the actual 
amount will depend on how robust the patient was 
before the accident. A smaller amount could probably 
kill a frail patient. 


A N EMBOLUS is a piece of foreign material in the 


How Air Gets In 


How does air get into a vein and so reach the right 
side of the heart? Very many procedures involving 
irrigation and injection have been complicated by air 
embolism. Sometimes in operations on the neck a vein 
has been incised and held open by retraction of the 
edges of the wound so that air has entered and quickly 
reached the heart. This may be the reason for death 
following a suicidal cut throat when loss of blood has 
not been enough to cause death. Intra-uterine injec- 
tions, vaginal insufflation, tubal patency tests, manual 
removal of the placenta, are all procedures that can be 
complicated by air embolism; it has also followed 
forceful injection of air into the nasal sinuses after 
irrigation. 

The commonest cause of air embolism is the intra- 
venous infusion, and there are many obvious reasons 
why it can let in air as well as fluid. Cracks and holes 
in the tubing may be responsible. Sometimes drugs are 
injected into the tubing and if some form of pump 
between the place of injection and the arm is used, air 
may be sucked in. 

If the level of fluid in the bottle falls below the level 
of the exit tube, then air can enter the tubing and, 


An understanding of the different varieties of air 

embolism is dependent on a sound knowledge of the 

circulation. A cardiac anomaly may produce a ‘para- 

doxical’ embolism. Arterial as well as venous emboli 
may occur. 


although it is unlikely that much will get in, it is bad 
practice for the nurse to allow the bottle to run dry, As 
she may have many patients to watch, a device such as 
the Barts-Enfield drip indicator is useful as it gives 
visible and audible warning that the bottle is nearly 
empty. Sometimes air is forced into the bottle by a 
Higginson’s syringe to hasten the rate of infusion, but 
this is dangerous if the level of fluid has fallen below the 
top of the filter. A new development is the provision of 
soft plastic containers for blood and these can be 
squeezed to hasten transfusion without danger of air 
embolism. Transparent plastic tubing is a great 
advantage in all these procedures because it enables 
air bubbles to be seen. 


Precautions 


Various precautions can be used to avoid the risk of 
air embolism. One is to put the regulating clip near the 
arm rather than near the bottle for in this -position any 
hole in the tubing above it will let blood out rather 
than allow air to be sucked in. Another precaution 1s 
to allow the tubing to form a loop below the level of 
the patient’s arm, for this makes the entry of air more 
difficult. Special drip changers are available which 
contain a glass float. This blocks the exit if the dnp 
runs dry. It is probably too costly to supply these for 
general use. 

If in spite of precautions air reaches the heart it 
causes the right ventricle to become distended with 
froth. The circulation is interrupted, the pulses fail, 
the pupils dilate, the patient takes a few gasping 
breaths and falls back dead. Should the doctor listen 
before the heart stops he may hear a characteristic 
‘water-wheel’ sound. | 


Prompt Treatment is Vital 


The patient can only be saved by the most prompt 
action. The two organs which must be protected are 
the heart and the brain. The needle should be removed 
from the vein at once and the patient placed on his left 
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gde with his head lowered. A 
In the head-low position air 
bubbles are less likely to 
rach the brain. The reason 
fr putting him on his left 
ide is that in this position the 
onary artery is less likely 
to be completely obstructed 
than it would be if the 
patient were on his back. If 
the circulation is not quickly 
re-established the chest must 
be opened and the froth 
aspirated through a large 
needle, and cardiac massage 
rmed. Artificial respira- 
tion will also be necessary. 
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Arterial Air Embolism 


Arterial air embolism is a 
rare accident in which air 
reaches the left side of the 
heart; then, via the aorta, it 
can go to most of the organs 
of the body. Only when it 


goes to the brain, however, C 
is it likely to cause serious ee 
symptoms. Now that arti- ~~ 


ficial pneumothorax therapy 
has been largely given up this 
accident has become very 
rare. When it did occur the 
pneumothorax needle en- 
tered a radicle of the pul- 
monary vein and air was 
injected into it and so reached 
the left auricle and from 
there it passed to the aorta 
and brain. Air embolism of 
the brain caused paralysis of 
various kinds and altered vena 
sensation (paraesthesia). Vis- 
ual defects resulted if air 
reached the retinal arteries. 
If air in the left ventricle 
passed into the first branches 
of the aorta, namely the 
coronary arteries, sudden 
death from coronary occlu- 
sion resulted. Collapse follow- 
ing pneumothorax therapy 
was at one time attributed 
toa rather hypothetical con- 
dition called ‘pleural shock’ but we now think that air 
embolism was the probable cause. 
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Treating Arterial Air Embolism 


Arterial air embolism is also treated by putting the 
patient in the head-low position (to discourage air 
from reaching the brain) and on his left side, because 
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INTERNAL 
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CAROTIO ARTERIES 


CORONARY 
ARTERY 


Fig. 1. Showing possible routes by which an air embolus may reach the 
brain. A. Air enters a pulmonary venule when a needle punctures the lung 
and passes via the left auricle and the left ventricle to the aorta. B. “Crossed” 
or ‘paradoxical’ air embolism. Air enters a systemic venule in the chest wall 
or elsewhere and passes to the right auricle, and via a patent foraman ovale 
to the left auricle, left ventricle and the aorta. C. Air enters a systemic venule 
and passes via the azygos vein to the superior vena cava where it rises against 
the bloodstream (especially when the patient sits up) and passes up the 
internal jugular vein to the brain. D. Air enters a systemic venule and passes 
via anastomoses with the vertebral venous plexus to the superior longitudinal 
sinus and so by-passes the heart. 


INFERIOR VENA CAVA 
PARTIALLY OBSTRUCTED 
BY INCREASED | 
INTRA- MINAL 
PRESSURE 


All illustrations from Emergencies 
in Medical Practice by courtesy of 
E, and S. Livingstone.) 
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Fig. 2. The heart and 
great vessels showing 
the origin of the 
coronary arteries. It 
will be seen that a 
coronary artery does 
not arise from the 
part of the aorta 
marked A (right pos- 
terior aortic sinus) 
which will be upper- 
most when lying on 
the left side. 


es 


see 


in the left-sided position the portion of the first part of 
the aorta which is uppermost is the portion from which 
a coronary artery does not arise. This is illustrated in 
Fig. 2. The risk of coronary air embolism is thereby 
diminished. 


‘Paradoxical’ Embolism 


Sometimes air has reached the cerebral arteries when 
it has entered an arm or leg vein. As it is hardly possible 
for air bubbles to pass to the right heart and then 
through the lungs to the left heart, how has the air 
reached the other side of the heart? The explanation of 
this ‘paradoxical’ embolism is that air has passed from 
the right auricle to the left auricle through a congenital 
opening in the interauricular septum (patent foramen 
ovale). 

Another way in which air can pass from a leg vein 
and reach the venous sinuses of the brain is by the verte- 
bral plexus of veins. These form a tortuous channel by 
which blood can pass from the legs and pelvis to the 
brain without going through the heart. Blood can take 
this route when intra-abdominal pressure from cough- 
ing, etc., is high enough to diminish flow in the inferior 
vena Cava. 


Gold Injections for Arthritis 


CRIPPLING RHEUMATOID ARTHRITIS has shown a defi- 
nite response to injections of gold solution. The Empire 
Rheumatism Council research committee arranged a 
trial extending over 18 months because although 30 
years’ use of gold to treat patients suffering this disease 
had shown that many cases appeared to benefit, there 
had been no specific evidence to prove this. 

The conclusion was that by all criteria, except radio- 
logically, the gold-treated group showed a definite and 
greater degree of improvement than the control group. 
This improvement persisted from the third month until 
the 18th month, over one year after completion of the 
course of injections. 
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BOOK REVIEW 


Post-basic Nursing Education 
for Foreign Students 


THIS WORKMANLIKE REPORT* was drawn up by nurses and 
midwives from four continents. 

Those who plan or assist in carrying out study courses or 
special programmes for foreign students will find in it wise 
guidance and much food for thought. It should be read and 
pondered on by them and by any nurse who contemplates 
studying abroad. There is much in it which could with ad. 
vantage be examined by all concerned with post-basic 
education of British nurses in Britain. 

The contents are clearly set out under headings. General 
considerations concern the selection of the student and the 
country and training institution. There are sections on the 
preparation of the student for study abroad, the sojourn 
abroad and the return home, and finally there are sugges. 
tions for matters needing further study. 

Emphasis is placed throughout on the importance of the 
initial selection of the student. Preparation at home and the 
need for the nurse to be well-informed on nursing and other 
matters in her own country is stressed. Language problems 
are discussed. 

The orientation of the student is all-important and must 
be a continuing process beginning at home and ‘embracing 
the sojourn abroad and the period after the return home’. 
For this reason it is vital that those who plan are informed, 
ideally at first hand, about the background of the foreign 
student. There should be contact between the sending 
organization and the receiving institution. 

Mutual respect and ease between student and teacher is 
essential if difficulties are to be recognized and overcome 
and progress made. On the teacher rests the onus of helping 
the student to help herself and to make of her total expen- 
ence ‘something acceptable and usable’ on her return home. 

The report continues: ‘the final outcome of post-basic 
nursing study abroad is what happens when the nurse re- 
turns home. What kind of adjustment does she make ? What 
kind of a position does she have? What is the ultimate use 
she makes of her knowledge, skills and learning acquired 
abroad ?” 

Far too little, it is apparent, is known about this. Like the 
need for careful selection and individual programme plan- 
ning, it is one of the points listed under suggestions for 
further study. 

If real and lasting benefit is to accrue from post-basic 
study in foreign countries we would do well to follow these 
suggestions on the lines indicated in the report. 

R. G. LAIDLAW, S.R.N., H.V. TUTOR CERT. 


**Post-basic Nursing Education Programmes for Foreign Students’. Re 
port of a Conference, Geneva, October 1959. World Health Orgamzatm 
Technical Report Series, No. 199. H.M. Stationery Office, 3s. 6d. 


Nui 


fron 


TST 


a 
— 


Cu 
24. 
M. 
| 
T 
| { 
y) 


aS 


Nursing Times, September 30, 1960 


1201 


RCN SISTER TUTOR SECTION 


Teaching at the Bedside 


CUNICAL INSTRUCTION was discussed at a special meeting of 
the Sister Tutor Central Sectional Committee on September 
24. Representatives of the Education Department—Miss 
M. F. Carpenter, Miss M. C, N. Lamb and Miss J. B. Rule 
—were present to assist in reviewing the position. 

The meeting was held in an informal atmosphere and 
from the outset it became clear that the need for the teach- 
ing of nurses at the bedside was well recognized, but that 
owing to several circumstances, in some parts of the 
country it was in default. The increasing amount of work 
of the ward sister, often due to the shorter stay of more and 
more patients, the impermanence of the staff nurse who 
often would stay in her post for only six months, combined 
with the shorter hours worked by the nursing staff, in many 
instances precluded the ward sister from giving adequate 
instruction at the bedside. There was general agreement 
on these points. 

Miss Carpenter posed three questions: ‘Who is at present 
teaching and instructing the nurse at the bedside? Whom 
do we visualize as providing this teaching, and what will 
be the position when the GNC’s policies are implemented 
in 1964, producing a great increase in the number of 
assistant nurse training schools?’ Miss Lamb said that the 
clinical instructors’ course* in Edinburgh was started 
primarily because in Scotland the shortage of qualified 
tutors was acute (about half the tutors in Scotland were 
unqualified) and because some means of amplifying 
inadequate instruction was necessary. 

Miss Rule wondered if clinical instruction was, perhaps, 
a function rather than a role. Miss Bocock feared that 
clinical instructors might serve further to isolate the tutor 
in the classroom, but Miss Goodallf and Miss Dodwell, 
both having had experience in working with clinical 
instructors, said that the reverse had been the case and that 
the tutors had followed the clinical instructors into the wards. 


The Leicester Experiment 


Miss Goodall was closely questioned on the aims and 
workings of her scheme. For 230 students she had five 
tutors and four clinical instructors, each a nurse of con- 
siderable experience who had worked as ward sister in the 
hospital and the experiment, before being put into practice, 
had been most fully discussed with all members of the 
hospital staff. Asked if she felt that the care of the patients 
had been improved, Miss Goodall said that she certainly 
felt it had been and that, moreover, there had been a 
reduction in student nurse wastage. Although none of her 
clinical instructors had taken the formal course in Edin- 
burgh, she would wish that they could be seconded there in 
turn. Saying that she was constantly dealing with corre- 


“Clinical Instructors’, Nursing Times, May 15, 1959. 


**The Clinical Instructors Course’, Nursing Times, Sept. 25, 1959. 
{The Leicester Experiment’, Nursing Times, Oct. 23, 1959. 


spondence and requests for information about clinical 
instructors, Miss Goodall asked for College policy to be 
stated formally about the matter. 


Unqualified Tutors in Post 


Doubts were expressed as to the wisdom of creating yet 
a third grade of tutors; one member stated that in her area 
the ANTC had just elicited the information that already 
67 per cent. of the tutors were unqualified. This was taken 
up by Miss Fawkes, who felt that concern must be about 
hospitals already staffed with only one qualified tutor and 
unqualified assistants and in some cases entirely by un- 
qualified tutors who, although teaching was not their 
prime interest, had come forward to meet the need. 

Miss Rule wondered if the clinical instructors already 
working were able to explain the rationale of nursing 
procedures and whether or not they understood the under- 
lying scientific principles involved. Members with exper- 
ience said that they were able to do so and in any case 
they could always refer nurses to the classroom. Miss Lamb 
stressed the importance of the clinical instructors identifying 
themselves with the ward sisters, although obviously an 
initial period in the classroom and constant contact with the 
tutorial staff to standardize procedures were essential. 

Payment and status were discussed and varying views 
and opinions were expressed. Miss Carpenter asked whether 
the work of clinical instructors and their preparation should 
not be thought of together with the future preparation of the 
training of assistant nurse teachers. Miss Rule wondered 
how the ward sisters’ course might be affected by a course 


for clinical instructors. Miss Gould welcomed the idea that . 


a formal clinical instructors’ course could shorten the sister 
tutors’ course if the latter were taken subsequently, but 
Miss Carpenter pointed out that, although there was dis- 
cussion going on about revision of the syllabus for the Sister 
Tutor Diploma, there was no thought of shortening the two- 
year course, although the period of time spent as a clinical 
instructor might count towards required experience for 
potential tutors. Miss Gould regretted that there seemed 
to be no possibility of shortening the course. 

At the end of the meeting there seemed to be general 
agreement on several points. Teaching at the bedside was 
needed and it was agreed that at the moment it seemed 
unlikely that it was given adequately all over the country; 
there was also agreement that the work of clinical instruc- 
tors should be co-ordinated by the principal tutor and that, 
were formal courses introduced outside Scotland, two years’ 
experience as a ward sister should be a requirement of entry. 

At the conclusion of the meeting Miss Price said that she 
had come to the meeting with a completely open mind 
about clinical instructors, but that all she had heard con- 
firmed her fears against the establishment of another grade 
of tutor, 
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HEALTH VISITING 


The Winchester Experiment 


MARJORIE A. WADHAM, S.R.N., S.C.M., HV. Tutor Cert., 


Health Department, Hampshire County Council 


N OCTOBER 1955, Dr. 1. MacDougall, the 
| county medical officer of Hampshire, was 

considering how to strengthen the liaison 
between the family doctors and the local 
health authority. During a discussion with 
a group of family doctors Dr. MacDougall 
suggested that a possible way to ensure 
greater co-operation would be for him to 
attach a health visitor, full-time, to a group 
practice. Dr. MacDougall was challenged 
by the group to prove this theory by putting 
his suggestion into practice. He was glad to 


A The health visitor 
notes requests for 
visits made by the 


doctors. 


The doctors’ recep- © 
tionist takes a mes- 
sage requesting a 
cistt by the health 
visitor. 


Far right: the 
health visitor does 
her clerical work in 
the doctor’s surgery. 


e A health visitor was attached to a group practice of family 

doctors, to visit those families, and only those families, 

on the doctors’ lists, and to assist the doctors with her 

specialized skills. The experiment was a success, and soon 

another group of doctors requested that a health visitor 
should be attached to their surgery. 


lo this, and the offer to have a health visitor working full-time 
attached to their group practice was accepted by three family 
doctors, working in partnership in Winchester and the surround- 
ing parishes. 


The Organization 


The changes in the routine of the health visitor’s local health 
authority duties were made after discussion with the local 
medical officer of health and the health visitors working in the 
actual area in which the experiment was to take place; the 
scheme was also explained to the health visitors working in the 
areas which joined the experiment area. The health visitor was 
fitted into the pattern of the surgery activities without in any 
way disturbing the normal functioning of the practice. 

The basic organization was as follows. The health visitor 
should be responsible for all, and only, the members of the public 
on the doctors’ lists; this meant that the home visiting cards of 
the children under five years for the whole area covered by the 
group practice whose names were on the doctors’ lists were 
transferred to the group practice health visitor. This initially 
caused a considerable amount of interchange of home visiting 
cards between all the health visitors working in the area, and was 
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done by degrees, the group practice health 
ysitor taking from the local health 
authority health visitor a certain number 
of cards each week, until she had received 
all the home visiting cards for all the 
children under five in the practice. This 
depleted the under-five-year-old case-load 
of the local health authority health visitors 
but as the group practice health visitor 
was not to do any school medical inspec- 
sions or hygiene inspections, the amount 
of school work to be done by the LHA 
health visitors was increased; thus a 
balance of work was obtained. 

The group practice health visitor having 
received the current home visiting cards, 
arrangements were made for her to re- 
ceive the notifications of new babies born 
to families on the family doctors’ list. ‘This 
was done as follows. A detailed list of the 
areas covered by the group practice was 
given to the office dealing with the ‘noti- 
fication of birth’ cards. To the blank cards 
issued to the hospital maternity unit and 
the local midwives by the local health 
authority, was added a line ‘Family Doc- 
tor... so that when the birth was noti- 
fied it was a simple matter for the office to 
select the correct health visitor to receive 
the notification. On the whole the family 
doctor’s name was provided regularly by 
both hospital and midwife after the scheme 
had been explained to the staff concerned. 
A list of the doctors who had the health 
visitor attached to their practice was also 
made known to all the clerical staff of the 
health department, so that other requests 
for visits normally made by the local 
health authority could be sent to the 
health visitor concerned. 

This plan dovetailed quite neatly into 
the standardized methods used by the 
health department. The organization of 
the scheme stood or fell by the simple fact 
that all requests for a home visit, for any reason, and 
from any source, must include the name of the family 


doctor. 
Day-to-Day Activities 


Each morning the health visitor collects her routine 
work from Winchester City Health Department; that 
i, any birth notification cards or other visits which 
have been channelled there from the County Health 
Department. The Winchester and district LHA health 
visitors also collect their visits from this department, and 
this gives time for free exchange of ideas and opinions 
between all the health visitors and prevents any sense of 
fn that the group practice health visitor might 


She then goes to the surgery, which is a very short 
walk from the City Health Department, and there she 
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collects the special visits the doctors wish her to do. 
These visits are written in the Visits Book by the doc- 
tors, or by the secretary or receptionist; quite often a 
mother will telephone the surgery and ask specifically 
for a visit from the health visitor; sometimes the Visits 
Book will contain a request for the health visitor to see 
one of the partners before leaving to do her morning’s 
visits, and if she is available she is sometimes called in 
to the room for a consultation with the mother, child 
and doctor. 


Home Visits 


The work in the practice may be grouped into three 
categories. 

(1) The health visitor as a specialist in promoting the 
health and well-being of the mother and child. 

(2) Family case-work. This part of the work is 
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increasing. The family doctor is often the first person to 
be aware or to be told of a family problem or crisis; his 
knowledge of his patients is manifold, sometimes 
through generations. Problem families are as much a 
headache to him as to all social workers, but he has 
scant time to devote to the ways and means of social 
help, and in many cases is not fully aware to what extent 
a case may be assisted through the social services. This 
is where the health visitor attached to the group of 
family doctors can give such valuable assistance. 

(3) As liaison officer. The health visitor is a link 
between the local health authority and her general 
practitioners. 


Surgery Clinics 


Very early in the scheme it became quite obvious 
that an infant welfare clinic should be started in the 
surgery for the mothers and young children who were 
on the family doctor’s lists. This has proved a great 
success and the health visitor carries out the same 
duties in the surgery clinic as she would in a LHA 
clinic. Many mothers prefer to attend a surgery clinic 
as they then obtain continuity of advice from their own 
doctor and their own health visitor. 


Area Overlap 


At first it was thought that there might be consider- 
able overlapping as the area covered by the surgery 
health visitor was larger and more scattered than the 
areas covered by the LHA health visitors, and a situa- 
tion might arise where several health visitors would be 
visiting in the same road. This has not happened, as all 
the general practitioners tend to draw their patients 
from the same villages and same parts of the city. 


Development 


A few months after the attachment of the first health 
visitor to the group of family doctors a second group, 
consisting of six doctors, asked for a health visitor to be 
attached to their surgery. Dr. MacDougall was very 
pleased to arrange this. 

Because we are all individualists and all vary in our 
methods, the general outline of the health visitor’s 
activities in the second group, although similar to those 
in the first group, varies in certain details: for example, 
instead of a Visits Book being kept for all the doctors 
and the health visitor to consult before starting out on 
their morning visiting sessions, each doctor in the 
second practice has a slate, and méssages and requests 
for visits are written on it daily. The health visitor was 
also furnished with a slate and it hangs in line with 
those of the doctors, for her to consult each morning 
before she arranges any routine visits. 

In the second surgery the infant welfare clinic, which 
rapidly became necessary twice weekly, is used as a 
prophylactic and a general family clinic, with one of 
the family doctors always in attendance on Wednesdays. 
This works extremely well, as mothers can be seen and 
advice given either by the health visitor of the family 
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doctor, and if necessary patients can be rcierred to 
hospital without the somewhat cumbersome machine 
of the LHA clinic referring the mother and child to the 
family doctor, who then refers the patient on to the 
hospital and the specialist. It is also possible for the 
mother to attend the surgery clinic, get advice in the 
general way and if necessary obtain a_ prescription, 
which of course is not usual in a LHA clinic. 


Conclusion 


The whole scheme is a definite advantage to everyone 
concerned, especially to the family. The young expec. 
tant mother and the mother with the young family get 
continuity of advice and help, and enjoy an added 
sense of security because of it. They know exactly where 
they can contact the health visitor when they need her 
he:p. The children get used to seeing the health visitor 
both at home and at the surgery, which they attend 
quite happily either as an ordinary routine child 
welfare centre or for prophylactic injections. The older 
person also feels the value of the continuity of help and 
advice given by both her family doctor and her health 
visitor. The person with a problem gains because the 
health visitor is often able to help her solve the prob- 
lem, which may be one of loneliness or mental health, 
as she has a full and comprehensive picture of the per- 
son’s past history from the doctor’s confidential notes, 

The health visitors who work in the practices have a 
very great sense of satisfaction in doing this work; they 
know that they are being very helpful to the families 
and that their work is much appreciated. The family 
doctors are also pleased with the scheme, and consider 
that the health visitors attached to their practices are 
of great benefit to themselves and to the families on 
their lists. 

The only administrative difficulty so far encountered 
is caused by the fact that the general practitioner does 
not normally do routine school work. It is hoped to 
devise a scheme whereby the family doctor undertakes 
school work; then there would be no gap within the 
pattern and an ideal service would be offered to all 
groups of the general public. 


The Difference 


ACCORDING TO a recent article in The Local Government 
Chronicle, there has been some confusion between the 
terms ‘work study’ and ‘organization and methods’ (0 
& M). We therefore quote these definitions from the 
article: “The broad picture is that O & M relates to 
administrative and clerical work situations and work 
study relates to manual work . . . the expression “work 
study”’ includes motion study, time study, operational 
research and all other varieties of scientific manage- 
ment’. We should therefore speak, it would seem, of 
O & M in matron’s office but work studv in the ward. 


t 

| 
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CARDIFF ROYAL INFIRMARY is an undergraduate teaching hospital. Its days on 
its present site are numbered, for a new medical teaching centre is planned 
for Wales, on the outskirts of Cardiff. Vigorous preparations are being made, 
and there is talk that the buildings on the heath may be up and in use before 
the St. Thomas’s rebuilding project is completed, thus securing for Wales the 
honour of bringing into being the first new teaching hospital in Britain since 
the war. 

Professor Parkinson has stated that ‘perfection of planned layout is achieved 
only by institutions on the point of collapse’, but, even on the assumption that 
the new centre will represent ‘perfection of planned layout’, I do not think 
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The emergency respiratory box seen in use in the ward 
is kept in the theatre. When the patient’s respiration 
failed, mouth-to-mouth breathing was started at once: 
an anaesthetist was called, and a porter was sent to 
the theatre for the box. The anaesthetist has passed a 
cuffed endotracheal tube and, while the sister is getting the 
Beaver ventilator ready for connection to the patient, he 
is using an Ambu Resuscitator and Ruben valve to 
inflate the patient’s lungs. The respiratory box contains 
a complete range of equipment for laryngoscopy, endo- 
tracheal intubation and emergency bronchoscopy. 


In the preliminary training school, staff nurse M. Bull is demonstrating blanket 
bathing, under the supervision of sister tutor, Miss H. Hopkins. 


this will be true of the Cardiff Royal. 

I should like to try to capture something of the spirit of 
the place, but I do not know where to begin. Itis probably 
important that there are only 385 beds, that the build- 
ings are friendly and domestic in character and give no 
impression of vastness. In Miss Eileen Rees the infir- 
mary has a matron of impetuous charm and outstanding 
powers of leadership. The student nurses are as viva- 
cious and keenly intelligent a group of girls as any 
hospital could wish to recruit. Perhaps it is significant, 
too, that the chapel is beautiful, and cared-for, and very 


of od much at the centre of the life of the infirmary. 

ward when a went 1s admi abeis, printe . . 4 

con be torn of for Professor Parkinson S theories take another blow 
request forms and case-notes. The protective backing peels when we consider the committees at the infirmary; the 


off to expose the adhesive. board of governors is by all accounts not merely distin- 


Nursing Times, September 30, 1969 


The principal tutor, Miss M. A. Gough, 
Shows the correct use of the bedpan washer. 
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‘It is probably important that there are 
only 385 beds, that the buildings are 


friendly and domestic in character . . .’ 


ie the laboratory as well as in the classroom. With the third-year 
dimeves here is consultant bacteriologist Dr. R. A. Holman. 


Sister D. Tranter with student nurse E. Tobin make a patient comfortable in 
Mametz Ward. Note the handy bed stripper, the cotton cellular blankets, and the 
piped oxygen and suction behind the bed. 


An animion in the classroom, with Sister T. E. Geem and 


in third-year block. 


In the Giapel, matron, Miss Eileen Rees, reads daily prayers © 
which are relayed to the wards. 


hed, Zorously progressive, and Miss Rees 
nds @ard meetings; there is an active and 
al pafommittee on the nursing side, and the 
lant cross-infection committee has borne 
t ina low incidence of cross-infection. 


ati 


onsugve with enthusiasm on the nurse edu- 
m (@, and most of them lecture to the 
ent #inam Gough, the principal tutor, has 
ithe@ersuading them to do this; in fact, if 
is lef wants to know why! 

ne elected students are given a four-year 
ing, # allowed to choose where they should 
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do their year as a staff nurse—with the exception of the 
outpatient department, which is largely staffed by 
married part-time nurses. 

In the school blocks and study days formal lecturing 
is cut to a minimum, and the discussion group is used 
extensively. During the first year of training the student 
spends 12 weeks in the PTS, has eight study days, and 
a one-week block in preparation for the preliminary 
State examination. In the second year there is a five- 
week block, and in the third year there is a six-week 
block with a further two weeks immediately before the 
final State examination. 


Teaching Experience 


The two qualified tutors in the school are assisted by 
a young ward sister. Miss Rees likes all her young sisters 
to spend some time in the teaching department, and 
while this experience prompts some of them to think 
about becoming tutors, many more are brought to a 
new realization of the importance of teaching in the 
wards. In the PTS there is a qualified tutor, a married 
tutor without a diploma, a home sister, and a staff 
nurse who assists with the practical classes. 

It is good to be able to put on record that here is a 
teaching hospital which accepts the married nurse, even 
the married student nurse. The outpatient department, 
which is an exceptionally busy one as it handles the out- 
patients for Llandough Hospital as well as the infir- 
mary, is staffed by part-time married nurses. This is a 
department where the married nurse who wants her 
weekends and evenings with her husband need not feel 
that she is doing less than her fair share of the 24-hour 
coverage necessary in the wards, and in addition the 
consultants appreciate the continuity which these 
married nurses give, with the result that the depart- 
ment runs most smoothly. ‘The student nurses are super- 
numerary to the staff. 

The smart and attractive uniform which the nurses 
at the infirmary wear was introduced by Miss Rees 
shortly after she became matron. The dress is primrose 
yellow, and seniority is denoted by the colour of the 
belt. Perhaps the patients cannot be blamed for calling 
the nurses ‘canaries’, but the colour may have been 
chosen to suit the dark good looks of so many Welsh 
girls. 

B.V.W. 


Research on Evacuees 


THE UNIVERSITY of California Department of Social 
Welfare is carrying out follow-up studies of some of the 
children, now young adults, who were evacuated from 
London during the war, and placed in residential 
nurseries. Professor Henry Maas, Professor of Social 
Welfare, University of California, Berkeley 4, Cali- 
fornia, USA, would be very grateful if any former 
members of the staffs of residential nurseries for pre- 
school children evacuated from London during the 
blitz would write to him. 
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NEWS AND VIEWS 


Drug Samples and Clinical Trial Materials 


THE INCREASING number of occasions when samples 
and clinical trial materials were found in ward and de. 
partmental storage cupboards has been causing concer 
to the pharmaceutical advisory committee of Sheffield 
RHB. This situation has made control, particularly of 
Dangerous Drugs, difficult. The committee has pointed 
out that the Home Office expects all supplies of dap. 
gerous drugs for use in institutions to be made through 
the pharmacy, with proper records kept. The pharma. 
cist could play an essential part in the recording of 
clinical trial material if it were supplied through him as 
itshould be. | 

The board has agreed to inform consultants that, 
while the supply of samples of drugs and of clinical 
trial materials is a personal arrangement between them 
and the drug firms concerned, the supply and checking 
out of dangerous drugs and poisons for use in hospitals 
should be arranged through the Pharmaceutical De. 
partments. 


Nurses’ Emoluments 


Oxrorp Regional Hospital Board is to ask the 
Management Side of the Nurses and Midwives Whitley 
Council when it next reviews salary scales to take note 
of the desirability of trained nurses, whether resident or 
non-resident, receiving equal treatment. 

This was resolved at a meeting of the Nursing Ser- 
vices Committee held in July following discussion on 
the fact that most trained nurses could be resident or 
non-resident as they wished. The committee thought 
that where a trained nurse was non-resident she should 
not be at a financial disadvantage. A trained nurse 
living in receives emoluments of value in excess of that 
for which she pays. ‘Thus the nurse who chooses to live 
out does so without the subsidy which the resident 
nurse receives. 


Flying Doctors for Nigeria 


NORTHERN NIGERIA may have its own flying doctor 
service. A Birmingham doctor, himself a former mem- 
ber of the Australian Flying Doctor service, hopes to 
visit Northern Nigeria soon on a reconnaissance trip, 
and some 60 members of clubs under the auspices of the 
Solihull Youth Council have volunteered to go out 
there next year to help with wireless installation and 
airstrip construction. Some of these young people will 
begin training for their task quite shortly. At present it 
is envisaged that a flying doctor service for Africa 
would principally be employed in transmitting medical 
advice to mission nurses and village dispensaries, rather 
than the actual transport of sick people to hospital as 
in Australia. It is an interesting project and the fact 
that it has evidently fired the imagination and enthus- 
asm of a large number of young people is heartening. 
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4 Cleansing Enema 


NEMATA are used (1) to remove waste products from 
fein lower colon and rectum in constipation, and 

before operation and certain X-ray examinations; 
2) to soften hard faecal material; (3) to relieve ab- 
dominal distension. 


Principles 
(1) To prevent chill, embarrassment and discomfort 


to the patient. 
(2) To prevent injury to the patient. 
(3) To make an accurate report of treatment. 


Equipment 


(1) Tray containing 
enema can (or funnel and tubing with jug) ; 
rubber tubing three feet in length with stop-cock 
attached ; 


Trolley for a cleansing enema. Top shelf: funnel, tubing with clip attached, 

rectal tube, Vaseline, applicator, swabs and linen squares, thermometer, jug 

containing solution. Bottom shelf: macintosh and drawsheet, blanket, toilet 
roll, bedpan and cover. 
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NURSING TECHNIQUES 


This series, prepared by the National Florence Night- 
ingale Committee of the New Zealand Registered Nur- 
ses’ Association, is recommended for use in N.Z. nurse 
training schools. They are reprinted from the ‘New 
Zealand Nursing Journal’ by permission of the editor. 


rectal tube in kidney dish lined with paper; 

small bowl with Vaseline on square of old linen; 

solution required at correct temperature; 

cover for tray. 

Additional equipment: macintosh and drawsheet if 
required, bedpan and cover, toilet paper. 
(2) The solution ordered will depend on the purpose 
of the treatment. Solutions commonly used are: 

tap water; 

a weak neutral soap solution; 

medicated solutions—mixtures containing glycerine, 

olive oil or turpentine. 


Preparation of Equipment 


Arrange the articles on the tray in a convenient 
manner. Turn off the stopcock and fill the enema can 
with the solution required at the correct temperature— 
100°F. 


Preparation of Patient 


Explain the procedure to the patient and gain his 
co-operation. Screen bed, close windows and draw 
blinds. Clear locker, turn down quilt. Remove as many 
pillows as possible and place on stool. Place the patient 
in left lateral position if possible with knees flexed. See 
that under-bedding is protected with macintosh and 
drawsheet. 


Technique 


Place tray with solution at correct temperature on 
locker. 

Turn back bedclothes just enough for procedure. 

Lubricate catheter. (continued over) 


Equipment set up for the Nursing Times by student nurses of 
WANSTEAD HOSPITAL, London, by kind permission of the 
matron and principal tutor. 
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Allow a little fluid to run through tubing to expel air. 

Turn off stopcock. 

Gradually insert rectal tube 3-4 in. into rectum, 
taking care to avoid any injury. 

Turn on stopcock and raise can slightly until fluid is 
flowing into rectum very gently. 

If any discomfort is experienced, lower the can and 
wait a few moments before continuing. 

Encourage patients to take 14-2 pints. 

When required amount has been given, turn off stop- 
cock and withdraw rectal tube gently. 

Place rectal tube on newspaper in kidney tray. 

Place patient on bedpan, encouraging him to retain 
the enema for a few minutes. 

Support patient comfortably, keeping him warm. 

Remove tray leaving a roll of toilet paper for patient. 

Clear tray. Wash hands. 


Settling the Patient 


Return to patient with bow] of water and anal tray. 

Remove bedpan, cover, and place on stool. 

Attend to patient’s toilet, leaving him comfortable 
and covered. 

Give bow] of water to wash hands. 

Remove pan, bow] of water and anal tray. 

Inspect contents of pan and save if necessary; other- 
wise note carefully and flush down sluice. 

Wash own hands thoroughly. 
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Termination 


Open window, raise blind and remove screens, 
Replace articles conveniently on locker. 
Leave patient comfortable. 


Equipment 


Enamelware. If contaminated, empty, rinse and place 
in sterilizer—boil for five minutes. If clean, rinse in hor 
water, dry and put away. 

Used swabs and paper. Wrap in newspaper, place ip 
covered rubbish tin to be burnt. 

Rectal tube. Clean off any faeces and lubricant with 
toilet paper. Rinse thoroughly, running cold water 
then warm water through lumen. Place in weighted 
linen bag, immerse in boiling water and boil for two 
minutes. Remove and hang to dry. 

Other tubing. If contaminated, treat as for rectal tube, 
Otherwise, rinse, dry and put away. 


Care of Hands 


Nurse washes own hands thoroughly. 


Reporting to Ward Sister 


Report result of treatment and record. 


TALKING POINT 


I HAVE A SPLENDID IDEA for a bumper issue of the 
Nursing Times which the editor simply refuses to con- 
sider. I want to produce a whole issue on medical edu- 
cation—how to train doctors, where they should work 
when they are trained, and then a symposium on What 
I Expect of my Doctor by a matron, a ward sister and a 
tutor. These articles would be supported by a series of 
clinical articles by nurses on various aspects of medicine 
and surgery. 

Silly, isn’t it? Or is it? I imagine that I am as tired 
as everybody else of the medical profession telling us, 
both in print and in public oration, how nurses’ training 
should be conducted. But if, as seems inescapable, the 
nurse must always carry out the doctors’ instructions, 
then perhaps it is reasonable for the medical men to 
expect to lay down courses of instruction for nurses. As 
for these articles that appear on the nursing of this and 
that condition by medical men—perhaps it’s just be- 
cause the nurses will not or cannot write them. 

I am always being told that a profession is charac- 
terized by a body of knowledge—but no one will tell 
me what the body of knowledge is, as far as nursing is 
concerned. (A few weeks ago, in this column, I wrote a 
highly didactic account of just what tubes should be 
passed into people’s stomachs and exactly how to do it. 
As it appeared in print when I was on holiday and I 
expected an outraged onslaught from readers, I sent a 


frantic post-card to the office asking them to hold all 
replies until my return. I needn’t have worried. Nota 
word—not a line. You swallowed the Ryle’s tubes like 
lambs—or sheep. Not one single protest—and I don’t 
think I’m as good as all that. Perhaps I should really 
Start on a textbook of nursing procedures and become 
a best-seller. However, the passing of tubes, the treat- 
ment of backs and the care of a colostomy must surely 
constitute part of this famous body of knowledge. 

Then there is talk of the art and science of nursing; 
well, I go all the way with nursing being an art; | 
would concede that it could be described as a craft— 
but not, dear readers, as a science, please. Preserve me, 
above all else, from a scientific professional nurse. Let 
me have kind, compassionate nurses with skilful fingers 
and a gentle touch to go with trained powers of obser- 
vation. 

Dear me, what a long way we’ve come from the 
doctors and their ideas of training haven’t we? Per- 
haps, instead, we should have an issue of the Vursing 
Times on how the patients think nurses and doctor 
should be trained. This at least might result in the 
nurses and doctors banding together more strongly 
than ever before in outraged indignation. Patients, 
indeed; anyone would think it was their health 
service. 

WRANGLER. 
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Midwifery 


A SYMPOSIUM OF READERS’ 
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LETTERS 


‘Are midwives and maternity nurses inhuman and cruel to their patients?’ asked 
Claire Rayner in an article in the ‘Nursing Times’ that has aroused wide 
interest. Here are some of our readers’ replies—and a few Statistics. 


@ In my OPINION the overcrowded 
conditions in maternity hospitals are 
due to lack of perception in the ad- 
ministration of the hospital service. 
The obstetricians are anxious that no 
mothers who want hospital beds for 
thar confinement shall be turned 
away. This, in areas where there is a 
shortage of maternity beds, calls for a 
better selection of patients, and care- 
ful explanation to those not accepted. 
The hospital midwives and obstetric 
staff—all levels in both professions— 
should review the situation monthly 
or two-monthly, and meetings should 
he held three-monthly with the local 
maternity liaison committee so that 
the situation outside hospital is asses- 
sed, and all personnel in the midwifery 
team are aware of the weak and strong 
links in that area. 

I do not think our colleagues in 
general nursing know the heightened 
tempo of midwifery work today, and 
it is only as midwives we realize that 
at least half the staff in our maternity 
hospitals are from the pool of pupil 
midwives, but in Part 1 training 
schools the pupil midwives change en 
bloc every six months. I think Mrs. Ray- 
ner will agree with me how strange she 
felt when as an SRN she started mid- 
wifery training. In the Part 2 training 
schools pupil midwives may change 
twice in six months. All these person- 
nel changes have an effect on perma- 
nent staff. Often an adverse one, as 
many pupil midwives take training 
with no intention of practising. This 
calls for a review of training in other 
fields of nursing, and especially con- 
sideration by administrators when ad- 
vertising nursing posts as to the true 
qualification required. 

In my experience I have found that 
unkindness, impoliteness and poor 
work found in the midwifery profes- 
son are a carry-over from other train- 


ings, and the ordinary make-up of 


some individuals. More consideration 
should be given to the vexed questions 
of taking up references, and selection 
of students. 

When Mrs, Rayner states she thinks 
4 professional woman should be able 


to cope with these admittedly difficult 
conditions (overcrowding and short- 
age of staff) I disagree with her. The 
human mind and body has a satura- 
tion point for weariness. I think the 
solution calls for a work study survey 
of the work of midwives in maternity 
hospitals. The skill of the trained mid- 
wife is dissipated. She frequently 
undertakes any job from ward maid to 
writing out certificates for the doctors. 
Her function is to be there for the 
mother and baby, and training pupil 
midwives. In-service training is vitally 
necessary together with regular staff 
meetings. I should love to hear of a 


IN 1959— 
—there were 563 fewer practising 
midwives than in 1955. 


IN 1960— 
—there were 17 per cent. more live 
births in the first quarter than in 
1955 (first quarter). 


hospital where mothers seen in the 
antenatal clinic are attended by the 
same midwives in the labour ward and 
during the puerperium. 

The section in Mrs. Rayner’s article 
about the cynical attitude of the 
general practitioners is deplorable. 
More aa more domiciliary midwives 
are realizing that they are no longer 
‘delivery women’, but their job is 
deeply concerned with the mothers 
and babies throughout pregnancy, 
labour and the puerperium. In my 
own area within the last two years over 
2,000 mothers and babies have been 
discharged home from the maternity 
hospital within 48 hours of delivery. 
The domiciliary midwives have had 
their ranks augmented by 15 part- 
time midwives. The scheme has Sons 
willingly accepted by the general prac- 
titioners, and I do not think there is 
any resentment on the part of the 
midwives or general practitioners. 

Midwives are aware of the prob- 


_ lems in the service, and I think with 


careful thought within the profession, 


and the willingness of administrators 
to act now while we await the findings 
of a work-study survey, the maternity 
services can give a better service to the 
mothers and babies if there is better 
deployment of the trained midwives’ 
services. 
| E. R. ENTWISTLE. 
Bradford. 


@ ON THE subject of the ‘inhumanity’ 
of the nursing and midwifery profes- 
sions towards their patients, Mrs. Ray- 
ner says that the bulk of the complaints 
are being directed at the midwives. 

She appears to be judging the many 
by the few, taking the sad stories of a 
few mothers and almost overlooking 
the millions of women who daily re- 
cord grateful thanks to all those who 
saw that they were safely delivered of 
a son or daughter. Is she also forgetting 
the emotional upheaval the occasion 
causes the mother, and the ever pos- 
sible factor in midwifery that the un- 
expected can happen? And there are 
probably just as many ‘dragons’ in the 
general and other nursing services as 
in ours. 

It cannot be denied that these ap- 
parently inhuman people do exist. I 
have both met them and heard of 
them—everywhere. But doesn’t one 
always ‘hear’ of these types? It is 
bound to be so because they are 
shown up by the countless numbers of 
ordinary, kind and hardworking ones. 
A midwife who may happen to have 
a personality tending that way under- 
goes great strain in this demanding, 
exacting and understaffed profession. 

Let it also be remembered that these 
people exist in every walk of life, and 
that they are the rare minority. 

The public may not always appre- 
ciate the many sacrifices that mid- 
wives—and nurses—often make. A 
district midwife, having got to know 
and like her patient during the ante- 
natal care, will often stay hours over 
the time when she should have been 
off duty to deliver the baby herself, 
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and not betray the mother’s confidence 
in her. Midwifery has its peaks of ac- 
tivity and a midwife may have un- 
broken sleep for seven nights or more. 
She might not get any sleep for 48 
hours but she may still be required to 
continue her rounds without the pos- 
sibility of getting to bed or having a 
proper meal. Midwives turn out at all 
hours and in all weathers. A pupil 
once worked for 72 out of 96 consecu- 
tive hours. She was so tired after this 
that she could not even walk straight. 

The overtime done by hospital mid- 
wives is countless, and the mental as 
well as physical strain which midwives 
of both services undergo brings them 
sometimes near breaking point. Can 
anyone in charge of a on lh po labour- 
ing mothers, all in various stages of 
advancement, having perhaps one or 
two pupil midwives to help (whom she 
is supposed to teach at the same time), 
with the various nursing procedures to 
perform, doctors requiring time and 
attention—can anyone be expected to 
give sufficient reassurance and care to 
each of those mothers? It would 
surely need the patience of a saint for 
the midwife not to be a little short 
sometimes. 

The basic cause of all the problems 
is the shortage of staff. Were there a 
midwife and a doctor to every labour- 
ing mother all would be well. To see 
the crying need for more staff one only 
has to pick up a copy of the Nursing 
Times to find about 54 pages devoted 
to the advertising of vacancies. Even 
now, however, the Central Midwives 
Board is studying ways and means of 
improving the present situation. They 
will have many difficulties to sur- 
mount. More maternity hospitals are 
required and that means even more 
staff will be needed. 

Will the shortage of nurses and mid- 
wives ever cease to be a problem? I 
doubt if a time can be recalled when 
there were sufficient nurses to go 
round shared equally. There have re- 
cently been more satisfactory increases 
in nurses’ emoluments. But in general 
comparison with other occupations a 
nurse’s wage falls short. 

An attempt has been made to 
shorten the working hours but a nurse 
cannot just down tools when the clock 
strikes. Generally, living conditions 
are quite good. 

But still the recruits fade out. The 
supply does not meet the demand. 
Perhaps nursing is not a thing that any 
or everybody can do and it often takes 
a lot of stamina to complete one’s 
training. Throughout training, and 
afterwards, nurses may recall the ex- 
cessive mental and physical fatigue 


PART 1 MIDWIFERY 
1958 1959 
Started Part | training 5,231 5,443 


Cancelled during 
training 301 271 


Part 1 exam. 


Entered .. .. 4,505 4,878 
Passed .. 3,649 3,945 
Failed > 933 


which may even deny them sleep, 
especially during spells of night duty. 

What has been done to encourage 
more numbers to the profession? Why 
do so many give it no more than a 
cursory thought as a possible career ? 
It has much to give—what is it 
lacking ? 

The shortage often leaves the re- 
maining skeleton staff working even 
farther than to the bone. The present 
midwives are doing a wonderful job 
in coping as best they can, often when 
the odds of the weight of work are 
against them. 

Would the situation be relieved by 
the suggested system that all deliveries 
take place in hospital, and, if all goes 
well, the mother and baby return 
home afterwards? Perhaps it will be 
called “The Factory System’. It would 
require the midwives in hospital, ma- 
ternity nurses on the district and 
special people allocated to the time- 
eating job of admitting and discharg- 
ing patients. The ambulance atten- 
dants would also need midwifery 
training. 

An essence of the whole miracle of 
birth might be in danger of disappear- 
ing, but there would be points in 
favour of the system. Domiciliary mid- 
wives, though, surely have a right to 
deliver those mothers for whom they 
have cared in the ante-natal period. 
Why should they lose the peak mo- 
ment of their efforts ? 

However, Mrs. Rayner’s article will 
have done a lot of good if all con- 
sciences have been awakened, and the 
responsible ones have been mightily 
stirred. 

M. ELIZABETH BILLING, S.R.N., $.C.M. 
Northampton. 


@ IN HER REVIEW of the current 
criticisms of midwives, Mrs. Rayner 
wonders what is the matter with mid- 
wives whose behaviour is the source of 
the patients’ stories she recounts. Her 
implication that there is a brand of 
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inhumanity peculiar to trained mig 
wives reveals her lack of insight, 

Due to pressure from unders 
itself the result not only of a shortage 
of trained midwives but also of, 
perilously small staffing allocation, th 
women who do undertake this wor 
betray their humanity in their inability 
at all times to share fully the fean 
excitement and enthusiasm of ead 
mother, and to the patient herself this 
shortcoming is interpreted as inhp. 
manity. 

If Mrs. Rayner failed at the llth 
hour to pursue her high principles any 
further, she seems to me least qualified 
to be so critical of a group of women, 
the majority of whom are devoted, and 
all of whom have sacrificed far mor 
than she in following their profession, 

Perhaps the most valuable source df 
midwives with deep understanding d 
childbirth, is the band of marned 
women who have borne their ow 
family and then return to the profes 
sion to make it easier for others tod 
likewise, and it is interesting that such 
fully experienced women so seldom 
are critical of their unmarried co 
leagues. 

ANTHONY ALMENT, M.R.C.04, 
Northampton. 


PART 2 MIDWIFERY 

1958 1959 
Started training .. 2,872 3,202 

Cancelled during 
training 55 59 

Part 2 exam. 

Eotwed .. .. 2512 
Failed 


@ I wis to emphasize from the out- 
set, that in my view deliberate cruelty 
and unkindness to patients in aij 
sphere of nursing is quite inexcusable. 
Mrs. Rayner must be as well aware a 
any of us however that such conducts 
part of a maladjusted power comples, 
and exists in every sphere of life. _ 
That it is apparently more evident # 
midwifery practice than elsewhere 8 
probably due both to the increasing 
attention focused on the psychologi 
aspects of childbirth, and to the coh 
ditions in which midwifery is practised 
today. A rising birthrate, coupled with 
an increasing demand for institutional 
confinement, has not been compet 
sated with either an increase in 
number of practising midwives or the 
maternity beds available, In suppot 
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df this statement, comparable figures 
ie hospitals in one area last year give 
deaverage occupancy percentage of a 
hospital as 79.9 per cent. and 
,maternity hospital as 89.4 per cent. 
This latter figure could be inter- 
as a turnover of three to four 
patients admitted and delivered each 
day, with compensatory disch . 
inactual practice there are days when 
elf this @ none, or only one or two mothers may 
inh». arive and have their babies, and 
others when nine, 10 or 12 patients 
¢ llth come in, and require the same atten- 
les any @ tion from the same staff complement. 
alified Add to this the problems. which 
‘omen, ™ arise with the unforeseen obstetric 
d,anim emergency, and the peculiar and 
‘mor Mf dastic limits which may be placed on 
ession, | a midwife’s responsibility as an inde- 
ice of pendent practitioner in her own right, 
ing of can Gad host of reasons for 
arried & the frustrations which can arise. 

-owll Problems raised in the Midwives 
roles Working Party Report 1947 are still 
todo with us in the Cranbrook Report of 
t such @ 1959, and though much in the way of 
‘dom § reform has come from within the pro- 
| cok @ fession, there are still many things 
beyond the power of midwives to 
2.0.6, § amend or change for themselves that 
give rise to frustration and bitterness. 
Regarding the early discharge of 
mothers from hospital, it has long 
been the practice for mothers booked 
for home confinement, but admitted 
059 to hospital for obstetric emergencies, 
2 | @ to be transferred home within hours 
of safe delivery, under the care of 
59 |@ ‘their domiciliary midwives. In Brad- 
ford, there is a scheme whereby 
9 mothers can be admitted to hospital 
for delivery, and discharged home 

07 
under the care of domiciliary mid- 
7 wives after a few days. 


In conclusion, I would like to ask 
Mrs. Rayner whether she would agree 
that a nurse capable of giving a cold 
blanket bath to a maternity case 
elty § would give one to any type of patient 
any @ in her care. 
ble. I am also curious to know why it 
tas should take a general trained nurse 
tis § five and a half months to find she was 
sickened by the attitude of the 
midwives to their patients’ that she 

d give up the course only two 
weeks before the examination. I am 
afraid it hardly rings true. 

M. HorsFALL, s.R.N., S.C.M., M.T.D. 
St. Helens. 


® Two items in the Nursing Times of 
September 9 spotlight an ever-growing 

to our hospital service, and 
both of them follow the typical ad- 
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Of these, from 
58-59 1,573 midwives practised 
59-60 1,129 midwives practised 


1958 2,988 midwives enrolled by CMB. ° 


1959 3,223 midwives enrolled by CMB. 


Note.—These figures bear little 
relationship to those given on 
previous pages as they repre- 
sent all-comers, not necessarily 
those who trained in this 
country. 


ministrative custom of talking round 
the subject instead of getting down to 
it. Here are the basic facts, stripped of 
their garnishings. 

From ‘Nurses from Overseas’ 

1, A large proportion of our nurses 
are not British. 

2. We cannot attract sufficient of 
our own countrywomen into 
nursing. 

3. 47 per cent. of student nurses fail 
to continue with their training. 

4. We desire to maintain a high 
standard of British nursing. 

From ‘ Maternity and Midwifery’ 

1. Maternity hospitals are over- 
crowded and understaffed. 

2. Patients receive poor attention. 

3. Midwives are harrassed, unkind, 
and bad-tempered (also inhu- 
man). 

4. Professional women should be 
able to cope with difficult con- 
ditions. 

First, I must point out that items | to 
3, in both instances, are incompatible 
with items 4. 

The trouble with our hospitals is 
that they are understaffed. The trouble 
with our ward sisters, and most par- 
ticularly with our midwives, is that 
they have to work and think and orga- 
nize at a high speed, and an ever-in- 
creasing tempo, but in spite of all 
efforts they cannot get the work done. 

It is quite impossible to maintain a 
serene disposition in these circum- 
stances, and it is very wrong I think, 
that Mrs. Rayner should attack our 
midwives so harshly. They have more 
than enough to put up with. They are 
exhausting themselves in an effort to 
get through each day’s drudgery. It is 
useless to beat a tired horse, and this 
frustrating habit should stop. 

Midwives are They are 
perpetually on the go. They do every- 
thing, from sluicing to delivering. 
They have no future. 

This was my decision when I was 
doing my midwifery training 10 years 
ago. I had always intended to become 
a midwife, but when I observed at 
first hand the helter-skelter scramble 
of each day, the absence of dignity be- 


cause of the absence of calm, the 
staring eyes and the sweating faces, the 
aching limbs and the frayed nerves— 
then I found myself regarding mid- 
wives with incredulous astonishment. 
Why do they do it? How can they do 
it? How can they expend so much 
physical and mental energy in a con- 
stant battle against too much to do, 
and yet still retain their sanity? 

I received my C.M.B. certificate, 
but I no longer required it. A year was 
enough for me. 

We do not enter the nursing pro- 
fession because we desire to test our 
stamina. We wish to care for the sick, 
and to serve them. We have sufficient 
moral sense to know that the sick-room 
should be calm and restful. Nurses 
should move with quiet efficiency from 
one task to the next—ill patients can- 
not be hustled. 

I sheered off midwifery like a 
frightened rabbit. I chose gynaecology 
as a second-best. 

But . . . we are short of nurses. We 
cannot attract sufficient girls into the 
profession, and of those who do enrol, 
47 per cent. sheer off like frightened 
rabbits. They came to look after the 
sick, and they did not expect to rush 
from bedmaking to the giving of medi- 
cines, and from the medicines to the 
dressings, with no time to perform any 
one task calmly and in comfort. They 
observe at first hand the helter-skelter 
scramble of each day, and sometimes 
I see in their startled eyes the questions 
‘How can this be done? How can we 
live like this? Is this true nursing ?” 

So they go, 47 per cent. of them. 

What is the solution ? No, I have not 
discovered it. J don’t know. 

But I know this. Ward sisters and 
midwives are all looking to their 
senior officers for help. They must find 
the solution. 

We look after our patients as well as 
circumstances will allow. Those of us 
in general hospitals are able to ap- 
proach the sick with compassion. Our 
patients need us. They are quiet, ap- 
preciative and trusting. A bond of 
understanding exists between us, and 
there is no question at all of a patient 
being abused or ill-treated by a nurse. 


| 
Of these, from 
"59-60 =‘1,680 practised J 
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The midwives are in a different 
position. Many of their patients are 
screaming, frightened women who will 
not do what they are told. They are 
terrified at the prospect of childbirth, 
and they want to escape from the in- 
evitable hours of pain. They cannot 
listen intelligently to instructions, and 
the midwife must shout above the 
screams to make herself heard—but 
the patient will not listen, and the 
hours pass like a noisy nightmare. 

Kind words are useless here, they 
cannot ease the pain or speed up the 
labour; also we must remember that 
there is a certain stage in this drama 
when the patient must obey instruc- 
tions, to prevent harm to herself or the 
baby. The midwife anticipates this 
event, and she reverts to bullying, and 
it works. Harsh words penetrate and 
bring the woman to her senses. 

If this procedure is undesirable, I 
can at any rate offer a solution here. 
Let the obstetrician take over, he will 
very quickly resort to the methods 
used in nursing homes—drugs, anaes- 
thesia, forceps—very much less ex- 
hausting. 

Mrs. Rayner tells us of the midwife 
who reprimanded a patient because 
she vomited over the floor. We know 
that this story could be true, and that 
it should not have happened. But how 
easy it is to understand, and to sym- 
pathise with that midwife! 

Any lay person can look at the 
patient and condole with her. And in- 
deed so will our matrons and manage- 
ment committees. We are the mid- 
wife’s colleagues, and we know that 


she is in the same position as the 
patient, in labour, in distress, and 
vomiting mentally! And we know 
that she will be reprimanded for this 
sort of vomiting. 

I think that it is time that our 
leaders recognized that we are all a 
little feverish, and that they are our 
physicians. ‘They know the diagnosis, 
they deplore the symptoms, and they 
will have to find the cure. It is useless 
to say ‘there is nothing wrong with 
you’, useless to 
cry that profes- 
sional women 
should be able ya 
to cope with the 
situation, use- 
less to implore 
us to maintain 
the standards of 
British nursing. 

Quite as use- | 
less as repri- 
manding a 
vomiting patient. 

We cannot 24 
leave this here. 
We are trained 
nurses, and we 
look upon things 
with a_ clinical 
eye. 

I find myself 
looking at our 
senior adminis- 
trators and I try to reject the sus- 
picion that they too are sick. For so 
often, when we turn to them, they 
vomit mentally at ws. 

They sometimes seem to be as dis- 
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tracted as our midwives, and as unjp. 
telligent as the labouring patient. Th. 
symptoms worry them, so what do 
do? They seize the weary ward siste 
or the exhausted midwife, and they 
shake her until her head lolls! Ang 
they cry “This is a vocation! A) 
honourable profession! We must hay 
perfection!’ 

Don’t they know that we too yeam 
for perfection? Don’t they understand 
that we are proud to be nurses, ang 


4 


4% 


that we are distressed because we can- 
not maintain our standards ? 
We need to be delivered—don’t we? 
JOAN Weston, 
Swindon. 


MoRE THAN ONCE, more than one of us wept during the 
first public showing of an entirely remarkable film, New 
Beginnings, at the Lennard Hospitals, Bromley, Kent, 
last week. This film, made by the medical and profes- 
sional staff of the hospital, shows what can be done in 
the rehabilitation of the elderly sick patient. 

An old lady, over 70, is admitted to the geriatric unit 
of the hospital with a right hemiplegia. Straight ‘off the 
cuff’ filming starts and her treatment and progress are 
followed step by step. Perhaps the most poignant 
moment was seeing the look of uncertain but trium- 
phant achievement on her face when she manages to 
dress herself for the first time, almost without help. 

The film is the splendid result of the teamwork of the 
people working in this geriatric unit where rehabilita- 
tion is the watchword. Indeed, Dr. M. C. Stewart, who 
directed the film, wrote the narrative, and whose idea 


it was initially, was loath to accept any personal con- 
gratulation because she felt that the whole venture had 
been possible only on account of the part every single 
member of the team had played in producing the film. 

In changing the subject, she recounted an incident 
that has intrigued and enlivened the Nursing Times 
staff. Two of the ward sisters at the hospital where Dr. 
Stewart is now working arose at 5 a.m. that day to catch 
a train to Oakham in Rutland to visit the Catmose Vale 
Hospital—this as a result of our recent article on this 
geriatric hospital. It would seem that many nurses are 
accepting the challenge of geriatric nursing. 

Certainly, anyone who is in any way interested in the 
care of the elderly sick should make every effort to see 
this film. An account of how it came to be made to 
gether with a review of the film and stills will appear in 
a later issue of the Nursing Times. 
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EQUIPMENT 


The PCP Nursing Mattress 


turning in bed of weak or immobile patients. It 

enables the nurse to turn or move a sick person 
without help and with much less effort than is required 
normally. 

Made of PVC sheeting, it consists of two inflatable 
sacs, A and B (see Fig. 1), joined by a curved duct, C. 
At the sides of the sacs are small lateral compartments, 
D and E. The patient lies so that his head is inside the 
curve of the duct C with his vertebral column in the 
midline between A and B. If the right half of his body 
is on A which is full of air, and B is empty, he will be 
lying turned towards his left. When the air is driven 
from A to B, he will be turned to lie towards his right. 
The compart- 
ments D and E 
are to keep the 
patient central 
and to help pre- 
vent him from 
falling out of 
bed. They re- 
main inflated 
fully regardless 
of the position 
of the patient. 

To obtain the best results, it is essen- 
tial to establish and maintain the posi- 
tion of the patient properly in relation 
to the mattress, and the position of the 
mattress in relation to the bed. Access 
to pressure areas or to wounds, or for 
the giving of bedpans, is easy as the air 
at a particular point of the mattress 
can be driven elsewhere by manual 
pressure. A weak or partly paralysed 
patient can learn to change position 
unaided by developing a personal 
technique. 

The matron of a small hospital for 
the chronic sick, who has been using 
this mattress for many of her patients, 
is enthusiastic about its value as she 
finds that not only does it facilitate 
nursing, but, more important, increases 
the comfort of the patients. This opinion 
is shared by a sister engaged in research 
into geriatric nursing who adds that if 
a patient is incontinent of urine, it 
tracks down the centre channel and can 


Tu DEVICE is an inflatable mattress to assist the 


Fig. |. 


This mattress was developed in the Department of 

Anaesthetics at a teaching hospital in the North of 

England, initially for use in nursing the patient during 

post-anaesthetic recovery. It has since been found to 

be of great value in many other branches of nursing, 

particularly in home nursing, where there may be only 
one person to turn the patient. 


be collected by an absorbent pad at the lower end—a 
quality important in the preservation of an elderly 
patient’s skin. She thought, however, that the mattress 
would be even more valuable if it could be made a 


little wider and longer. 
The only other criticism made 


by either of these 


experienced nurses was that should the mattress be 
punctured by a pin handled carelessly, its repair is 
somewhat tedious because of the difficulty of locating 
the hole. It was felt too that it would be a good idea 
for the manufacturer to supply a small repair outfit. 
They thought that the mattress would be of great use 


in home nursing. 


The PVC sheeting is washable, h 


ard-wearing and is 

not affected by 
excreta. The aver- 
age life of a mat- 
tress is between 
three and six 
months. It costs 
£4 15s., bellows 
for inflation 10s. 
The initials ‘PCP’ 
represent the 
names of the in- 
ventor, developer 
and maker. 


Above left: the dia- 

gram shows the relative 

position of the air sacs in 
the mattress. 


Left: the patient is easily 
turned or tilted to one 
side to facilitate nursing. 
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Letters to the Editor 


‘CLOSED SHOP’ IN 
HOSPITALS? 


Mapam.—As a member of the 
Private Nurses Section I am perturbed 
‘by the memorandum issued by the 
Department of Health for Scotland 
regarding the advertisement of vacant 
posts for ward sisters and below. 

Does this mean that the Depart- 
ment advocate a ‘closed shop for hos- 
pital staffs’, to exclude nurses engaged 
in other branches of the profession and 
prevent them from returning to hos- 
pital life? If the memorandum is 
adopted how is the private nurse, who 
wishes to change her job and take up 
a hospital appointment, to learn about 
the vacancies, apart from the difficult 
task of writing to individual hospitals 
for lists of vacancies, or the appoint- 
ments offices of the Ministry of La- 
bour? As I see it, the shortage, if there 
is one, will only be increased in 
Scottish hospitals. 

I note that you brought the matter 
to the notice of the Council of the 
Royal College of Nursing in “4 
tember, but that no action is to 
taken at this stage. It is possible that 
I have misunderstood the report and 
should be grateful for some illumina- 
tion on this question. 

PaTrRiciA RussELL-SMITH, S.R.N. 
Winchester. 


UNORTHODOX TECHNIQUE 


Mapam.—In the Nursing Times of 
September 16 there appears a refer- 
ence (pages 1144-45) to a handbook 
which has been compiled for the city 
of Salford, whose health authorities 
have done much pioneer work in 
health education. 

I read that it is hoped that in ad- 
dition to use by the public, this book 
may be of value in teaching student 
nurses. It strikes me as a pity that in 
such a publication the male Queen’s 
nurse is shown giving an injection in 
what is surely an unorthodox manner. 

I think that student nurses will 
question this if they are observant, and 
many lay people now attend home 
nursing courses so have some know- 
ledge of the usually taught method. 

It would be interesting to know 


The shorter your letters to the 
editor, the more we can publish—so 
please can you keep them as brief as 
possible? Letters should be ad- 
dressed to the Editor, ‘Nursing 
Times’, Macmillan and Co. Ltd., St. 
Martin’s Street, London, W.C.2. 


whether this picture was taken with 
the nurse intentionally in the position 
shown and obviously inserting the 
needle in the opposite direction to that 
which is taught. 
A, E. Rowe, 
Principal Sister Tutor. 
Royal Lancaster Infirmary. 

[We welcome our reader’s powers of 
observation and wish that more people 
were critical. Wrangler is particularly 
delighted (see Talking Point).—Ebrror. 


TRAY AND TROLLEY 
SETTING 


Mapam.—tThe point of Miss Budge’s 
review of the sixth edition of Aids to 
Tray and Trolley setting appears to be 
missed by Miss M. de Bertodano (this 
page, September 9). 

If the procedure is taught correctly 
in the first instance, trays and trolleys 
need not be demonstrated to the ex- 
tent they often are today. It is the pro- 
ecdure which has to be understood and 
practised and the correct laying up 
will automatically follow. 

The emphasis is wrong; the title is 
unfortunate in a textbook of this type. 
Aids to Principles of Nursing Procedures 
would be more appropriate, with 
some inclusion of basic illustrations. 
Cooking is an art just as much as nurs- 
ing. Do cookery books teach by illus- 
trating bowls, spoons and jugs? 

Students often spend too much time 
on the tray rather than on the patient, 
to the detriment of approach and care. 
Insecurity resulting from lack of under- 
standing of principles leads to the need 
to be supported by some outward sign 
of efficiency. This often results in push- 
ing mysterious and important-lookin 
equipment up and down the ward an 


certainly in the examination room, 
It must be faced that the fault lig 
with both tutors and examiners, 
The time is long overdue for , 
thorough investigation into nursing 
procedures—completely outdated 
methods are still used and expected by 
some examiners. When are we to have 
a working party set up to clear the cob. 
webs and let in the fresh air so that we 
can return once more to real nursing 


of sick people ? 
CATHERINE Formas, 
MICHAEL SAUNDERS, 
J. Howe ts, 
G. A. Wricurt, 
Tutorial Staff. 
Bexley Hospital, 
Kent. 
STATE-ENROLLED 
ASSISTANT NURSES 


MapDAm.—Y our correspondent 
S.R.N. Ilford (September 16) seems 
to be rather muddled in her know. 
ledge of enrolled assistant nurses. 

A longer training is not needed. The 
GNC syllabus is adequate if properly 
taught. It is also only a minimum r- 
quirement and the tutor can give what 
teaching she feels her pupils can ab 
sorb. 

The fact that some nurses do not 
seem to understand clearly the need 
and purpose of some procedures is be 
cause so many hospitals seem to think 
that a iuined, tutor is not necessary— 
that any sister who thinks she would 
like to teach—or who does not fit 
anywhere else—will do to teach the 
enrolled nurse. 

The result is a frustrated tutor, and 
badly trained nurses, who are not only 
a bad advertisement for their hospital 
but dissatisfied themselves. 

I was fortunate in having an excth 
lent tutor and in the last 14 years haw 
had no difficulty in carrying out my 
work—either medical or surgical nut 
ing—in theatre or in casualty wil 
understanding and have given sat} 
faction. 

I do not think S.R.N. has workedm 
a well run enrolled nurse traimung 
school. 

M. G. BuTcHER, 
Buckhurst Hill. 
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Exchanging Patients 


Excursions, sports matches and a final party made the 

experimental exchange of patients between North 

Wales Hospital, Denbigh, and Warwick Central Hos- 
pital a holiday for patients and staff. 


‘moUR OF OUR PATIENTS would like to re- 
Fain with you’, stated the nurse in 
charge of the Denbigh patients at the last 
meeting before leaving the Central Hos- 
pital. Whether this attitude of mind ex- 
pressed the permanent feelings of the 
patients after their fortnight’s exchange 
holiday remains uncertain, but the success 
of the scheme recommends that it be con- 
tinued and perhaps extended. 


Planning the Numbers 


This exchange holiday for male patients 
had been arranged between the Central 
Hospital, Warwick, and the North Wales 
Hospital for Nervous and Mental Dis- 


The rabbitry near 
the rehabilitation unit 
of North Wales Hos- 2 


pital, Denbigh. 


A Go-kart race be- 
gins outside the front 
entrance of Warwick 
Central —Hospital— 
Denbigh and War- 
wick patients ‘up’. 


orders, Denbigh. Early discussion 

upon an exchange of parties of 28, ulti- 
mately consisting of 23 patients and five 
staff from Denbigh, and 25 and three from 
the Central Hospital. 


Type of Patient 


The types of patients exchanged were 
different: the Denbigh party consisted 
mainly of long-stay patients who had had 
a period of habit training, whereas the 
Central party was made up of long-stay 
patients with various diagnoses, but less 
deteriorated. 

Transport on the first day was arranged 
by the Central Hospital, and Denbigh 


arranged the trans- 
port for both 
parties on the last 
day. This method 
proved very satis- 
factory. 

Each hospital 
drew up detailed 
programmes for 
the entire fort- 
night and although 
these programmes 
looked impres- 
sively full, they 
consisted mainly 
of routine activities 
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taking place in modern psychiatric hos- 
pitals, with the emphasis on the impor- 
tance of planned activities and widening 
the scope of the patients’ interests during 
the day-time. 

In each hospital it was advantageous to 
divide the party for most of the day-time 
activities, particularly during the occupa- 
tional therapy sessions when small groups 
of two or three were dispersed and mixed 
with local patients in widely differing 
tasks. 


Their New Home 


A section of a ward proved a convenient 
residence, benefiting the patients and 
easing any worries the staff may have had. 
At the same time, extra stimuli were 
created for the visitors by mixing with 
other patients at meals and in ward acti- 
vities. 

Subsequent events showed how impor- 
tant it was to orientate the visiting patients 
and staff to the hospital and its surround- 
ings on the first full day; all admitted 
during the later discussions that it had 
eased settling-in. 

The planned programmes were enjoyed 
and found interesting, although the cash 
allowance quickly ran out. The shorter 
outings of a few hours were preferred to 
the day excursions, such as visits of the 
patients’ cricket team to distant hospitals. 


Wider Possibilities 


Early opinions were that the nature of 
this holiday could only assist deteriorated 
or long-stay patients, but later observa- 
tions indicate wider possibilities. In neither 
hospital was medical attention needed 
during the visit, all medication and treat- 
ments being taken from the parent hospital 
and administered by the nursing staff, but 
if this scheme were extended to include 
less chronic patients, then obviously more 
medical attention would be required. 


Definite Benefit 


No doubts existed with the nursing 
staffs that a number of patients benefited 
from the exchange, mental and physical 
improvement being noted in approxi- 
mately one third at the end of the fort- 
night. One patient again became incon- 
tinent and this could indicate that even 
demented patients experience tension 
when their environment is changed. After 
one week, however, he regained his usual 
clean habits. Almost all the patients said 
how enjoyable the visit had been. 

Enthusiasm and appreciation were ex- 
pressed by patients and staff at the last 
communal gathering, all feeling that this 
was only the beginning of such holidays. 
Already it is intended that women patients 
be included in the 1961 exchange. 


Nurses’ Opinion 
The nursing staff who accompanied the 
parties also found the experience very 
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4 All ready for a cruise on 
the river Avon, Stratford 


zation unit, rehabilitation unit and admis. 
sion wards, and attended various clinic 
and discussion groups. 


Comparing Problems 


They were able to compare the prob. 
lems and the advances in rehabilitatio, 
being made in the two hospitals ay 
generally assess the differing requiremen, 
of industrial and rural psychiatry—ty 
Central Hospital serves a heavily indy. 
trial area including Coventry, the Nort) 
Wales Hospital serves the whole fi 
counties of North Wales. 

Last words were ‘the venture has bee 
7 ais very worthwhile and we would not hay 
7 missed it for anything.’ 


stimulating and enlightening. Staff parties 


worked their own hours of duty, mixing 


S. G. BADLAND, 8.R.N., R.M.N., R.N.MD, 


: consisted of qualified nurses, students and _ happily with the staff of the host hospital. Chief Male Nurse, North Wales Hosp. 
nursing assistants. All agreed that it was Apart from accompanying their own tal for Nervous and Mental Disorder, 
rather an ordeal to change to the methods __spatients to different departments, they did I. R. COLEMAN, S.R.N., R.M.N., R.M.P.A. 
of another hospital, but in fact they adap- _— duty in the nursing administrative offices, Chief Male Nurse, Central Hospital 
ted themselves surprisingly quickly. They _ the deep insulin coma unit, central sterili- Warwick 

7 called ‘Irene Lambert’. After a whispered 
: conversation, during which sister kept re- 


peating. ‘But you’re not a girl’ he finaly 3} — 
convinced her that his name was Terence 
Humbert, and left us. 

During the rest of the afternoon nobody 
spoke to me, except an old lady who mut. 
tered ‘sorry’, when she short-sightedly sa 
in my lap. Oh yes—and a nurse who ap 
peared from nowhere to ask whether | 
needed dressing. By the time I’d looked 
to see whether I was nude she’d gone. 

The main thing worrying me was th 
fact that I never once saw anybody lea 
the doctor’s room, except the gingery 


Operation Thumb 


To PAIN was unbearable, and even the 
knowledge that it was due to my own 
carelessness was small consolation, as | 
writhed through the night. I’d cut my 
thumb during the morning, and then, with sister, and she looked indestructible! | 
my inborn flair for doing everything at the hoped there was a separate exit some- 
wrong time, had spent the evening painting where. . 
the bathroom. You don’t need to be a me only fourpence, despite the fact that At last sister called something like 
genius to realize that white lead paint and _‘‘it’ occupied most of the seat beside me. ‘Agony Toffee’ for the third time, and 
cut thumbs are two ingredients that go The doctor performed his traditional nobody else moved I assumed it must 
to make a powerful bomb. routine of prodding, and gave me a letter me. She questioned me as I reached the 
That night I had been in bed for an _for the local hospital. So I proceeded from door: I agreed to be Agony Toffee, and 
hour when the bomb went off...andthe his surgery with a thumb that must have _ was admitted to the consulting room. — 
‘blasts’ were terrific! With the English = weighed a stone, and a copy of Punch that The bespectacled young doctor smiled 
male’s usual belief in the self-curative — I’d pinched from the waiting room. wearily. We both winced as sister barked 


Just before the Nuffield Trust report 
‘Casualty Services and their Setting’ 
appeared, we received this account. 


powers of the human body, I forbore seek- 
ing medical advice until the white lead 
paint had made itself thoroughly at home 
in my bloodstream. Then I went to see the 
doctor. 


No Charge for Thumbs 


On the way, I was very touched by the 
bus conductor’s sympathy . . . ‘Cor mate, 
you've got a beauty there. It ought to go 
under the stairs, by rights.’ Then, after 
accidentally clouting it with his satchel, he 
went. Still, it was decent of him to charge 


The casualty department was crammed ‘sir pown!’ After a brief glance at the 


with people in varying stages of undress, 
and there was scarcely room for me and 
the bomb. However, we finally eased our- 
selves into a gap between an old man’s 
knee and a young lady’s clavicle, awaiting 
our summons to see doctor. 

Occasionally the ginger sister in charge 
would bellow something that must have 
been names, because somebody would rise 
and vanish doctorwards. The virile young 
Teddy boy sitting alongside, who had been 
razored by his pals, stood up and walked 
towards the consulting room when sister 


bomb, the doctor informed me it needed 
lancing and directed me along a corridor. 


Blood Sports 


Sister followed me into the little theatre 
where the blood sports were to take place. 
and told me ‘Remove your shoes and be 
on the bed.’ Then, without allowing 4 
second to elapse, she snarled ‘Hurry up, 
and I dutifully clambered bedwards. _ 

I lay there for a few moments listenitg 


(continued on page 1220) 
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WHEN THERE IS A CALL FOR 


NUTRITIONAL SUPPLEMENTATION 


admis 
clinics 
For the extra needs of pregnancy A single supplement which supplies the 
vitamins and minerals needed in increased amounts during pregnancy and 
lactation is PREGNAVITE, known and found satisfactory by the profession 
for more than 20 years. The nutritional support given by this preparation 
Aan has undoubtedly been one of the factors contributing to the improved 
ation health of pregnant and lactating 
uls ang women over this period: PREGNAVITE 
reMents 
TY —the In states of debility All debilitated patients, whether recovering trom 
indus. illness or operation or suffering from prolonged ill-health, need nutritional 
Nort: support. BEMAX, with its high content of essential amino-acids, vitamins 
le Se of the B complex and E, and minerals including iron, is invaluable, It is 
easily digested and can be taken 
by patients of all ages. BEMAX 
been 
t have For the febrile patient, the sick child, the elderly patient Give VITAVEL SYRUP 
—a combination of vitamins A, B; C and D in an attractive orange 
N.M.D., flavoured glucose base. This water-miscible preparation is found readily 
Hospi. acceptable by children and others who dislike fish-liver oils. It is invalu- 
orden able for the febrile patient, the 
MPA sick child and the elderly. VITAVEL SYRUP 
spital. VITAMINS FROM 
VITAMINS LIMITED” 
(DEPT. Q.6 ), UPPER MALL, LONDON, W.6 
pered 
pt re- 
inal; 


NEW AID TO 


mut: 
ly sat 
rer | 
leave 
gen 
e! | 
NURSING 
like 
- PCP Mattress enables a nurse to turn the patient without effort 
the 
onl For post-operative nursing, geriatric units, paraplegics and home | Access to the patient 
invalids—in fact, for all cases of paralysis or semi-paralysis—the P.C.P. is in no way hindered 
Nursing Mattress is essential. 
bed The P.C.P. Mattress consists of two inflatable sacs joined by a curved easily be driven else- 
ri duct. At either side of the sacs are inflated compartments to keep the —— 
patient central and to provide security against falling out of bed. By re. 
dec driving the air from one sac to the other, a nurse can turn the heaviest 
lor. patient without help and with virtually no effort. Moreover, a weak or 
partially paralysed patient will soon learn to change position alone. 
Access to pressure areas, to wounds and for bed-pans is easy, since 
the air in the requisite part of the mattress can be driven elsewhere. In 
tre addition, the P.V.C. sheeting from which it is made is easily washable, 


hard-wearing and not affected by excreta. 
Price £4 15s. (bellows for inflation 10s.). 


if sac A is full of air 
and B is the 
patient will lying 
towards his left. 


ER 


= 


lf the air is driven 
from A to B he will 
be turned to lie on 
his right. 


Surgical Department, 
241 Tottenham Court Road, 
London VWV1. 


Telephone : 


SIEREX LTD 


LANgham 2464 


\ 
| 
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to my thumb playing a samba, until sister 
bellowed through the doorway: ‘Nurse 
Pingle! Fetch the chopping board!’ 

A coloured nurse staggered in with a 
large wooden plank, smiling reassuringly 
as sister fixed it to the right side of the bed. 
I obeyed her command to rest my hand on 
the board, although it was really a job for 
a contortionist... it was my left hand 
that was infected. 

Ginger noticed my predicament, and 
told me several interesting things about 
myself. The board was replaced on the 
other side, and doctor came in. 

Determined not to show how terrified I 
was, I joked feebly ‘Will you carve, or shall 
I?’ and was rewarded by a wan smile. 
Sister, however, was horrified at my lack 
of respect, and glowered evilly. 

Nurse Pingle suddenly switched off her 
smile and came to life, and I had a glimpse 
of two dark fingers approaching my eyes. 
Everything went black, and a sleepy 
Jamaican voice was saying ‘It’s all right 
. .. don’t you worry.’ In the background, 
sister’s creepy English voice was exhorting 
‘Press firmly, nurse.’ 

The fingers moved, and when my poor 
flattened eyeballs focused again, doctor 
had gone. A gentle coloured nurse was 
doing party tricks on my thumb with a 
bandage, and the ginger sister was in- 
quiring whether I intended lying there all 
day. 

Nurse’s eyes met mine, and we smiled a 
secret smile, while sister informed someone 
in the corridor, “The bed will be available, 
just as soon as this lazy man gets up’! 

Then I left . . . to the accompaniment 
of sister’s scalpel tones beseeching someone 
named Tomato Figgins to hurry up, and 
a muffled giggle from the dusky maiden 
who was looking at the copy of Punch she’d 
found on the bed. 

Operation thumb was successfully com- 
pleted. 

ANTHONY COPLEY. 


Nursing Times, September 30, 1969 : 


ROYAL SANITARY ASSOCIATION OF SCOTLAND 


Annual Congress 


Ta 85TH ANNUAL CONGRESS of the Scot- 
tish equivalent of the Royal Society of 
Health was held in Dumfries in September. 
While the RSH meeting is attended by 
about 3,000 delegates and can easily divide 
into sections meeting simultaneously, the 
RSA, with about 300 names on the official 
list of delegates, has so far declined to adopt 
any sectional pattern. Consequently, it 
often happens that at an RSA congress 
only one or two sessions are of interest to 
any one person. 

The Dumfries conference was a good 
one. Of the salient points that emerged, 
probably those of greatest importance to 
public health nurses were the need for 
teamwork, the value of health education, 
the general recognition of the health visitor 
as the main general purpose medico-social 
worker and health teacher, and the desira- 
bility of recognizing that the health visitor 
needed more responsibility and less super- 
vision, 


The Presidential Address 


Dr. John Riddell, county medical officer, 
Midlothian and Peebles, president, pointed 
out, in respect of environmental hygiene, 
that the sanitary inspector could usefully 
be given more responsibility, with the 
MOH exercising merely a general super- 
vision and broad scrutiny, and that the 
medical time thus saved could be devoted 
to studying the reactions of human beings 


APPOINTMENTS 


South Western Regional Hospital 
Board, Bristol 


Miss ELIZABETH A. BRIE, S.R.N., S.C.M., 
has been appointed nurse work . study 
officer to the board. Miss Brie trained at 
the Nightingale Training School, St. 
Thomas’s Hos- 
pital, Queen 
Charlotte’s 
Maternity Hos- 
pital, W.6, and 
Epsom and Dis- 
trict Hospital 
maternity unit, 
Epsom. She 
served as 
charge nurse, 
men’s medical 
ward, St. 
Thomas’s Hos- 
pital, before 
going to Epsom 
to complete her 
midwifery training. Miss Brie has had 


additional experience in another sphere; 
as a trained secretary she has held varied 
and interesting appointments including 
posts in connection with the Olympic 
Games, the Council of Europe at Stras- 
bourg, and OEEC in Paris. 


S.E. Regional Board, Scotland 


MIss MARGARET CULPECK, 8.R.N., PT. | 
MIDWIFERY, D.N. (LOND.), has been ap- 
pointed assistant regional nursing officer 
and will take up the post on November 16. 
Miss Culpeck trained at The London Hos- 
pital and the Simpson Memorial Mater- 
nity Pavilion, Edinburgh. She has held 
posts at The London Hospital where she 
has been ward sister of a male medical 
ward with a professorial unit since 1950. 
Miss Culpeck was awarded a British 
Commonwealth Nurses War Memorial 
Scholarship in 1958 and visited Scandi- 
navia to study ward administration and 
teaching at the bedside. 


to their environment and to the preye, 
tion of common ailments. 

Returning later in the conference to the 
same theme, Dr. Riddell pointed out thy 
the health visitor, as a highly qualified 
officer, needed more responsibility, He 
felt, as did other speakers, that the health 
visitor’s contacts with her many profes 
sional colleagues in the various branche 
of the National Health Service and allied 
services should be direct, not channelled 
through the desks of medical or nursing 
administrators. Dr. Riddell stressed tha 
Britain should spend less money on build. 
ing new hospital wards and more on e. 
panding the preventive services and on re. 
search in the preventive field. 


A General Practitioner’s View 


Dr. W. W. Fulton spoke about ‘What 
the GP expects from the local authority 
and the hospitals to provide a complete 
service’. He emphasized the point that 
the health visitor should be a real family 
adviser, but that in some areas she had not 
yet been allowed fully to accept her new 
role and was still devoting too high a pro 
portion of her time to the baby. 


The Role of the Health Visitor 


Miss D. J. Lamont described the three 
main tasks of the modern health visitor— 
prevention of maladjustment and im- 
provement of emotional health and human 
relations, health education of groups and 
individuals, and social counselling, out- 
lined the vast changes that had taken place 
in health visitor training in the last dozen 
years or so, discussed the help that the 
health visitor could give to hospitals, GPs, 
school teachers and other workers, and in- 
dicated some of the health visitor’s needs 
for the efficient discharge of her duties. In 
the ensuing discussion, only one solitary 
speaker very tentatively suggested that 
some of the health visitor’s duties should 
be passed to other social workers. Not only 
did the suggestion receive no support what- 
ever, but the speaker was very bluntly told 
by various contributors that the medico 
social role of the health visitor was already 
recognized by various official circulats, 
that many of the ‘existing gaps’ that he had 
visualized were already being adequately 
covered in many areas and that any 
attempt to have a second general purpose 
worker would be resisted by ratepayers # 
needless extravagance and as liable to lead 


to confusing and perhaps contradictory 
D.J.L. 


advice. 
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When Mrs. A. Salvidge put on uniform again to attend Putney 
Hospital, London, prizegiving, her four-week-old daughter went too. 


Apples Instead of Sweets 


Four hundred free liquorice cakes and 
apples were given to children in schools in 
North Buckinghamshire recently, with 
the compliments of the Buckinghamshire 
County Council, as part of a campaign to 
persuade children to stop buying sweets 
and change to apples. ‘The children were 
shown how the liquorice stained the teeth 
and could cause decay ; then how the apple 
cleared the stain away. Other demonstra- 
tions, by dental assistants, cover the care 
of teeth and the kinds of food that keep 
them healthy. 


Pope’s Gift to WHO 


The Pope has made a symbolic gift of 
$1,000 to the WHO Malaria Eradication 
Special Account. A cheque for this amount 
was presented to WHO director-general 
Dr. M. G. Candau on September 12, by 
Father Henri de Riedmatten, ecclesiastical 
adviser of the International Catholic 
Organizations’ Information Centre in 
Geneva. According to Father de Ried- 
matten, this gift was intended not simply 
as a sign of approval, but rather as an 
appeal to the generosity of Christians 
everywhere in favour of the malaria eradi- 
cation campaign. 


Glasgow Retirement 


The Lord Provost of Glasgow, Mrs. 
Jean Roberts, gave a civic luncheon in 
honour of Miss E. G. Manners when she 
retired as matron of Glasgow Royal In- 
firmary. Representatives of the board of 
Management attended the function and 
later the board itself held a luncheon with 
Miss Manners as the principal guest. Mr. 
W. M. Mackinlay, j.p., vice-chairman of 
the Board, spoke of Miss Manners’ out- 
standing services both to Glasgow Royal 
Infirmary and to the nursing profession. 


their co-operation and understanding. 


Goldsmiths’ 
Scholarship 


Miss D. M. Cutliffe, 
8.C.M., D.N., assistant 
matron, St. George’s Hos- 
pital, has been awarded 
this year’s Goldsmiths’ 
scholarship by the Florence 
Nightingale International 
Foundation. This scholar- 
ship, which is awarded to 
a London nurse for post- 
registration study outside 
the United Kingdom, will 
enable Miss Cutliffe to 
study hospital administra- 
tion in the United States 
where she hopes to under- 
take a study tour next 
year. 


Here and There 


Miss Manners 
received a gift of 
household _furni- 
ture from the 
Board and, in re- 
plying to Mr. 
Mackinlay, she 
thanked them 
too for their kind- 
ness to her during 
her period of office, 
and expressed her gratitude to many of her 
colleagues to whom she owed much for 
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Westminster Hospital Swimming 
Gala 


The Westminster Hospital Nurses’ 


Swimming Gala was held on September 
19. The Westminster team was placed 
first in the inter-hospital nurses relay race, 
with the Royal Free Hospital second and 
St. Thomas’s third. Miss J. Mancey was 
awarded the special prize for the highest 
number of points scored in the evening— 
she also carried away the Gilmore Cup, 
for two lengths freestyle, and first place 
in the diving competition. 


& At a luncheon 
party given aboard a 
Regent’s Canal boat 
Mrs. Robert Weekly, 
an American midwife, 
admires Miss Helen 
Rowe’s brooch. -(See 
also page 1192.) The 
brooch was given to 
Miss Rowe after she 
had attended the 
Queen at the birth of 
Prince Charles. 


4 Mr. J. D. Carle- 
ton, who presented the 
prizes at Westminster 
Hospital Nurses’ 
Swimming Gala, with 
Miss J. Maneey, 
Miss R. Grant and 
Miss L. Young, 

matron, 
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PUBLIC HEALTH SECTION 


Quarterly Meeting and Open Conference 


A quarterly meeting and open conference 
will be held at the General Hospital, New- 
castle upon Tyne, on Saturday, October 15. 
Theme: Leadership. Chairman: Miss E. Jack- 
son, deputy chief nursing officer, Ministry of 
Health. 

10.15 a.m. Quarterly meeting (Section mem- 
bers only). 

2.15 p.m. Speakers: Miss M. Lamb, Education 
officer, Scottish Board; Mr. J. Gloag, head 
of Department of Industrial Administration, 
Heriot-Watt College, Edinburgh. 

3.15 p.m. Discussion. 

4 p.m. Tea. 

Apply for tickets to Miss M. Gilliland, 
Health Department, County Hall, Newcastle 
upon Tyne, enclosing 5s. 

A civic reception for members is being held 
on Friday evening, October 14, by kind invita- 
tion of the Corporation of Nottingham. Apply 
for tickets (no charge) to Miss Gilliland. 


BRANCHES 


Bath. Bath Abbey, Tuesday, October 18, 
6 p.m., St. Luke’s Day annual service for 
nurses. 

St. Andrews. 66, North Street, Wednesday, 
October 5, 6.45 p.m. Speaker, Miss G. Pad- 
field. 


Roya. or Nursinc 
HEADQUARTERS, LONDON: 
Henrietta Place, Cavendish Sq., W.1 
EpinsurGu: 44, Heriot Row 
Bevrast: 6, College Gardens 


Stupent Nursgs’ AssOciaTION 
HEADQUARTERS 
Royal College of Nursing 
Henrietta Risen, Caventich Sa Sq., W.1 


WARD AND DEPARTMENTAL 
SISTERS SECTION 

North Western Metropolitan. The Gral- 
ton Home, 130, Tottenham Court Road, W.1, 
Thursday, October 6, 7.30 p.m. General 
meeting. 


OCCUPATIONAL HEALTH SECTION 
Greater London Area Meeting 


The Greater London Co-ordinating Com- 
mittee have arranged a visit to Harlow Indus- 
trial Health Centre on Saturday, October 15. 
Transport will leave the Royal College of 
Nursing at 9.30 a.m., arriving 11 a.m. Lunch 
1 p.m. Address by Lord Taylor 2 p.m. Area 
meeting 4 p.m. Inclusive cost: College mem- 
bers 16s., non-members £1, members using 
own transport 10s., non-members 14s. Tickets 
from Miss D. H. Stonehouse, 153, Eastern 
Avenue, Ilford, Essex. Closing date, Monday, 
October 10 


SEAN Refresher Course 


BIRMINGHAM CENTRE OF NURSING EDUCATION 


A refresher course for State-enrolled assis- 
tant nurses will be held at Birmingham Centre 
of Nursing Education, 162, Hagley Road, » Ede 
baston, Birmingham 16, from November | 
19. Apply to the education officer before 
October 24. 


Monday, November 14 


3.30 p.m. pare and tea. 

4 p.m. Open sessi 

5 p.m. Film venient Going Places, and 
Lifting Patients. 


Tuesday, November 15 


9.30 a.m. Ourselves and Others (1), Mrs. N. M. 


Barnett, B.A. 

11 a.m. Discussion groups. 

2.30 p.m. Visits to (a) Hill Top Hospital 
(thoracic surgery unit); or (b) Little Brom- 
wich Hospital (polio unit). 


Wednesday, November 16 


9.30 a.m. Ourselves and Others (2), Mrs. Barnett. . 


11 a.m. Discussion groups 


2.30 p.m. Visits to industry: (a) Birmingham > 


Co-operative Society Laundry Department; 
or (b) Birmingham Co-operative Confec- 


tionery Bakery Department. 
Thursday, November 17 


10 a.m. Group A. Hospital Staff: Care and 
Custody of Medicines, Mr. A. E. Marston, 
F.P.s., F.c.s. Group B. District Nursing Staff: 
The District Nurse and the other Social Services, 
Miss M. Hughes, s.R.N., 8.C.M., H.V. 

2.30 p.m. Visits. Group A. (a) Highfield Hos- 
pital, Droitwich (rheumatic and locomotor 
disorders) ; or (b) The Skin Hospital. Group 
B. Summerfield Hospital (physiotherapy 
and occupational therapy). 


Friday, November 18 
9.30 a.m. Visits to hospital to see surgical 


nursing 

2.30 p.m. "Principles of Asepsis and Sterilization, 
Miss M. Spencer, s.R.N., $.c.M. 

3.30 p.m. Discussion. 


Saturday, November 19 
9.30 a.m. Practical Nursing in Canada and the 
USA, Miss K. M. Jones. 


Fees: Members of NASEAN who are re- 
sponsible for their own fees are advised to get 
in touch with the education officer. 
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Royal College of Nursing 


Surplus Books 


The following books are available from 
the Library of Nursing on payment of th 
postage indicated (in stamps, please), 


Dorland (ed.) American pocket medical dis. 
tionary, 18th edn., 1946. Is. Id. 

Anthony, C. P. Anatomy. and Physiology, 3rd 
edn., 1950. Is. 9d. 

Asher, P. Introduction to Medicine for N 
Ist edn., 1948. ls. 6d. 2nd edn., 1951. Is, 24 

Bailey, H. 101 Clinical Demonstrations t 
Nurses, 1944. 8d. 

Barber, G. School Education in Hygiene and 
Sex, 1936. 7d. 

Berkeley, C. Handbook of Midwifery, 13h 
edn., 1946. 11d. 

Berkeley, C. Pictorial Midwifery, 4th edn, 
1941. 

r= and Taylor. The Living Body, 1939. Is 


Black. Black’s Medical Dictionary, 22nd edn., 
55. 2s. 

British Pharmacopoeia, 1953. 2s. British Phar. 
macopoeia, dendum, 1955. Both 
together, 2s. 3d 

British Red Cross Society. First Aid Manual 
No. 1, 10th edn., 1952. 8d. 

Brown, A. F. Medical Nursing, 1945. Is. 94. 

Browne, F. J. Antenatal and Postnatal Care, 
7th edn., 1951. Is. 9d. 

Bulman, M. W. Midwifery and Obstetric 
Nursing, 3rd edn., 1951. Is. Id. 

Bulman, M. W. Surgery and Surgical Nursing, 
4th edn., — ls. 2d. 

Cash, J. Ph in some Surgical Con- 
ditions, | 55. Id. 


COLLEGE APPEAL 
We acknowledge with grateful thanks all the 
donations and gifts listed below. 
(i) For the Nation’s Fund for Nurses 
Contributions for September 7—21 
Cc Member 87237. Fortnightly donation ‘ > 0 
Miss D. M. Stevenson . 200 
Alder Hey Children’s Hospital. Monthly dona- eae 
oe 
Miss E. F. Sutcliffe. "Per coal 
Anonymous. Monthly donation 10 0 
Member ‘donation 20 
ewport Branch $330 
College 57439 .. oe 5 0 
Total £19 o 

E. F. 

Royal College of Nursing Appeal for 
Nation’ s Fund he Nurses, la, Place, Cavendish 

uare, London, W.1. 
(ii) Members’ Special Gift Fund 

ifs 
Pembrokeshire i 0 0 
Miss P. A. Palmer _.... pes 10 0 
Mansfield Branch see 5 6 0 
Stoke-on-Trent and District Branch ... 330 

Newport Branch 3 3 


Total £13 Is. 


Gifts: Miss J. A. R. Stevens, Miss Barnes, 
Miss Woodcock, and Mrs. N. M. White. — 
E. F. Incite, Organizer. 
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Effective—Safe 
Ready for immediate use 


Disposable 
ENEMA 


is being used 


MORE and MORE 


by Hospitals, Midwives and District 
Nurses for the safe and simple 
> evacuation of the lower 

2 bowel. Here are four 

Py reasons why they are 

| rapidly superseding 
old-fashioned methods: 


3 Ready for instant use 


“ 


3 As easy to administer as a 
| suppository 


No equipment to provide 
4 or sterilize 


Cheapest Disposable 
Enema available 


is the 


Enema 
non-traumatic rectal tube. 
Prescribable on 
Eda Form E C 106 (Category 8) 


Basic N.H.8. price 2/- each 


FLETOHER, FLETCHER & COMPANY LTD - LONDON - N.7 + BNGLAND 
Manufacturing Chemists since 1879 


stroke 


a diary of recovery 


‘The author was only fifty and head of B.B.C. 
Publicity when this illness struck him ... 
To the many people who must care for some- 
one disabled after a stroke, this book must 
bring help, encouragement, and increased un- 
TIMES 


“A brave, absorbing, heartening book.’’— 
THE TIMES 


First edition 1960 12s 6d 


——Douglas Ritchie 


FABER ano FABER LIMITED 


poctors 

AND NURSES AGREE 
| ~, that there’s nothing more cheering 
a~ than a nice hot cup of Bovril 


They agree, too, on Bovril’s usefulness for 
patients, particularly in cases of convalescence 
from serious illness or major surgery. 

Bovril is a great help in promoting good appetite, 
and a powerful stimulant of gastric secretion. 
Bovril is also a useful source of vitamins of the 
B complex, Riboflavin and Niacin, and of 
hematinic factors—folic acid and Vitamin B,,. 
For further medical information about Bovril, 
write for a copy of the latest medical booklet 
*“Food and Health”’. 


BOVRIL LIMITED 148-166 OLD STREET LONDON 
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